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TKe National Institute £)n AJcohol Abuse 3tn6 Alcoholism X'^IAAA)tand th^ISTa- 
tlonal Institute on Drug Abuse (NIDA) recognize the vital role of the ph^ician 
in .the diagnosis, treatment, and ceferral of patients v^itH substance abtise disdi^ers^ 
> Physician education m alcohol and drug abuse is of cntica] important enn our eflforts 
to combat thes^ major medfcaJ problems.- _ * * . 

. V ' ■ ' ^ ^ ' . ^ ■ 

In order tb .support medi^ school" faculty in their ^efforts' to make sut)staiice 
-abuse education an integrated, effectiv-e part of the curriculum, the Health Prof^ions' 
Education {HPE) ^Project was ^pitiatedvby the Traidng Branch of NIAAA^ tn co- 
operation with NIDA. ^In.response to the critical neiid,for useful iriformation in alcohol 
and dnig abuse i|ist/uction, the HPE Project cbnduct£ a two-pa^ effort to collect 
existing educational resourc^ and malce them av^ulabte to health professions ecjuca/ors 
through the National Cleannghouse far Alcohol Information (NCALI j <iata base and 
to develop curriculum' materials of specific use to medical eduWtcflr^ in instructional 
planning. ■ . * \ - . 

This \x>lumc is one of a series of publieattons^for me in designing substance* abuse 
instruclion and is oflered to the medical education community in the hope that It will 
be a valuable resource in preparidg ph)'sicians to treat alcohol and dfug abuse 
disorders, - ^ ^ ^ ' 

* LoRAN Archer> Acting Director^ 

^National Insiitule on Alcohol ^ 
Abuse and Alcoholism 
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Introduction v 

The major goal of this, monograph is to pro* 
vide a guide for psychiatric facult)* in teach- 
ing' the subject of substance abuse (alcohol and 
other drugs of misuse] to medical students. This gufde 
explains and summarizes the core' material that the au- 
thor and reviewers consider to be most iniportant lor 
the student to learn and contains a list of curriculum 
materials and a selected bibliography *fith explana- 
tions for the selection of these materials. 

As with every guide, the subject to be taught shouki 
fint be defined. Unfortuf^ateJy, we are at somewt^a^ 
a disad\^ntage with the subjea of substance abuse or 
Substance Use Disorder. The definition of Substance 
Use Di^rder^ as classified in a separate category in the 
Diagnostic and Statistical Manual of Mentat Disorders 
^DSM*III) (American Psychiatric Association 1980), 
lists numerous criteria but does not specify the mini- 
mum number required for diagnosis. TJierefore, while 
the following definition of Sufjstance Use Disorder wiH 
not be acceptable to all psychiatrists and other physi-, 
cians, it does contain e^^nttal fea^tiires of the criteria^ 
listed for th^ diagnosis in DSM IIL Thus^ a patient is 
said to have a ^ubstance l/sp Disorder if the use of the 
chemical pertains to an> one of (Jie five fijjiowing 
major areas: (1) interfering with emplo>inent or per- 
formance as a student, (2) creating problems in the^ 
family^ (3] causing difficulties or having a significant 
effect on relationships with friends, (4) causing legal 
problems^' such as driving while intoxicated (DWI)^or 
traffic accidents^ ^r (5) resulting in medicaJ problems, 
such as alcohol gastritis. ^ 

Befoffi we consider the subject material that should 
be regarded as the oore of knowledge to be taught by 
the- psychiatric faculty^ it nuist be emphasised that 
av^lablc patient populations with Substance Use Dis^ 
orders are essential for the adequate teaching of this 
subject Without the'Belp of "live" patient presentap 
tions {in a jexy <;ases, audiovisual tapes may compen* 



'sate for the unavailability of a patient fbr a specific. 
Subject), it would probably be impossible to achieve 
the teaching objectives. It is important to introduce 
successfully treated substance abuse patients to the stu- 
dents early during the course of their medtcaJ school * 
career^. Most faculty members are familiar with ^he ' 
negative pictures that substance-abuse patients present 
to medical students in ^e emergency room and medical 
wards of large general hospitals. These patients arfe 
either terfiporary treatment failures or have never 
sought help. With this exposure^ the medical' student 
frequently develops a pessmiistic and a negative atti- 
tude toward this patient population unless impressive 
treatment successes are introduced as teaching cases 
during the initial part of his or her tndning. Most of * 
the recovered successful patients are only too happy to 
participate in this teaching exercise with students if 
they are asked to do so. Organizations such as Alco-^ 
holies Anonymous (AA), AI*Anon, and Narcotics 
Anonymous (NA) ^beextremefy helpful in enabling 
the psych&tric faculty to fin^ successful patients for 
participation ift thfe teaching ^erases. 

U should be noted that the author of this mono- 
graph beliem that physicians in clinical pracuce ijiould 
be capable of both diagnosing and treating the great 
majoriiSHB^ncc abusers without ha^ng to refer 
them to^ychiWists. Keeping ^thts opinion in mind> 
the core material for the psych/atric teaching of sub- 
, st^ce abuse to the medical students may be divided 
^ into eig^t specific objectives: ' - 

1. To teach the medical student to empathize with'* 
and offer an optimistic expectation df,{reatment 
success when attempting to help the patient with 
substai^ce abtise. ^ ' . 

2. - To be able to identify the major types of psyciKw 

dynamic mechanisms and the psychologic symp* 
toms*that may subsequently lead to substance abuse 
as well as the psychologic consequences of substance 



abuse; variations and effects of cultural attitudes bs 
well as genetic aspects will be presented as part of 
this objective, 

3, To he able to diagnose the early phases pf substance 
abuse; to be able to decide which patients require 
referral for psychiatric therapy or to specialized 
rehabilitation progrAins. * 

?STo define the essential elements of the therapeutic . 
relationship and to learn the techniques of early 
int^ention and treatment 

5- To be able to uje a variety of treatment techniques 
for 'the acute and chronic phases of alcohol and dmg 

^abuse including essential community resources siich 
as AA, Al-Anon/and NA^ as well as the medical 
management (including cO)inseling, use of disul' 



firam, etc.) that will help the substance-abusing 
patienl to become abstinent and impro\'e the quality 
of his or her life; to feel comfortable using the team 
approach with staff of other disciplines and lay 
personnel and to be able to deal effectively with, 
special minority group problems, 

6- To be able to aid in the intervention and treatnient 
of the physician disabled by alcohol or" drug abuse. 

7, To be able to di^agnose and treat subs&nce-induced 
organic mental disorden- * 

8- To learn about different methods of prevention in 
relation to the spread of substance abuse within a 
community; }o be able tcj sort out the genetic^ socio- 
logies economic, and legal factors that may increase 
the incidence of substance abuse, ^ 



Chapter 1 

Developing Positive Attitudes Toward 
Substance Abuse Patients 



Since^many medical students have already de- 
veloped a prejudiced picture of the substanc|- 
abusing patient even before entering medical school. 
It essential to addt-ess this attitude during the initial 
teaching of this subject/If student attitudes are not 
faced at the ouiset, then the subsequent teaching of 
both objective and subjective n)aterial on substance 
abuse will have rn\ich less impact on them* E*ven i^e 
learning process were not inhibited by a negiitive at* 
ti^jdc, the treatment^o^ jiatient upon whom the stu- 
dent looks with disfavor^ would be impaired. There' 
fore, fint) it is essential to teacK^th'e student* to consider 
-the medical importance of substance abuse as well as 
how to empathize with and offer an optimistic eX' 
pcctation of therapeutic sficcess in treating this pa- 
tient. Ps^xrhiatric {acult>' should have the responsibility 
and opportunity to accomplish this goal during the 
first }'ear of medical school training. 

Aj Tulane Uni^-ersitv School Medicine, the sub* 
ject of Substan^ce L'se Disorder is introduced in the 
freshman year in a course titled Human Behavior. (At 
" other medical schools, this course may bo called Be- 
havioral Science or Pivchologic Aspects of Medicine.) . . 
The rnain teaching modalities irjclt^de the use o{ article 
presentations by studejiis in smali discussion grpiips of 
8 to 10, a "li\ie" intervie^r with oittpaticnts invoked in 
j^arried couples therapy, presentations with members 
of .VAj AUAnon, and NA, and audtovtsual tapes of an 
Interview .with former substarfcewabusing physicians 
and their spouses. 

The importance of the subject of Substance Use 
Disorder-in hospital practice is emph^ized b) the stu- 
, dents' presentations of articles reporting the veC) hig(* 
rate alcoholism in hospital walk-in clinics (28 per- 
cent', emergency rooms (38 percent), and gpneral 
hospital ward patients (32 percent in-male and 8 per^ 
rent in female patientSt) ^Zimberg 1979, Barcha et al- 
1968V For private outpatient settings, the survey of 



family practitioners by Werkmati and his c(^teague» 
,{1976} is used to demonstrate that alcoholism is not 
only among the three most common psychiatric prob- 
lems enco^titered in medical practice {rnarital prob- 
lems and depression arc slightly more* frequent; but 
also the mo3t\iifTicuk to treat. Next to iJie subject of 
marital counseling, the physicians desired more infor^ 
mation on alcohol and drug use. 

While stressing the iaiportan<:e and ftequency of 
substance abuse in futtife patient ^ontacts, the presen- 
tations also emphasize the warning signals as w^U as 

^ the frequency 'of these _probiems among physicians 
theifiselves. A handout listing the possible predictor 
s>^ptoms for later dcvdopment of substance abuse 
(see appendix A), modified_from a Medical World 
News report (19^9), is used for discussion of the 

, impaired physician. 

For self-analysis of the n^edic^al students* attitudes 
toward -substance ^busc, three , survey papers are 
introduced at the small gnjup discussions ,(^Fisher et 
aL 1975; Chappel and Schnoll 1977; Mendelson et 
aJ. ,1964). Thes^ surveys sho^> ^^^y as freshman stu- 
^ dejits advance in medical school, they develop in<Jreas-. 
ingly negative attitudes toward alcoholics. This nega- 
tive attitude worsens as the stiidents graduate and 
become jnembers^of house staffs. Without adequate 
preparation and training in the field of substance 
^abuscj the majority of medicdl students are lively to 
feive mainly negative experiences with substance 
abusers'. It is the qhronic treatment failUre'who re* 
peatcdly returns to the emergency room and walHn 
clinic at the general hospital where the ^udents spend ' 
most of their clinical time. In these surrouddings, It 
is quite unusual to see a successful treatment case. As 
a resuh, tl^e student may xlot only develop a distast^ 
ful attitude toward substance abusers^ibut also acquire . 
a very pessimistic opinion about the prognosis. Presen- 
tation of thesC( papers and open discussion about 
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attitudes shouJd <^erefore be initiated at tlie start 
of this c6utse. 

• 

The likelihood of negative experienced mth the sub* 
stance abuserlh the general hospital makes it essential 
that outpatie^ uho ^re treatment Successes be intro*^ 
duced to the students during the freshman year. These 
outpatient cnntacts arc found to be much more positive 
experiences than inpatient contacts and are preferred 
by a significantly greater number of medical students, 
even in other area^of psychiatry (Eagle and Marcos 
1980). Local substance abuse clinic facilities as \veU as ' 
AAy AI-Anon, and NA cooperate by pn?vidlng many 
recovered substance abusen to participate in teaching 
demonstrations. We have been continually amazed at 
the ^xtrenjly positive fespXnses of theSe cornmuiiity 
facilities and the patifents. There is a reciprocal, bene- 
ficial relationship that results from an open higtorj?^ 
presentation In f^ont of the patient and any family 
members who are av'^ilable. As the students l^am from 
active participation during the process of asking que$' 
tions, the patients appreciate the obvious attention and 
, concern devoted to them. This learning process with 
its personal exchange between student and patient' 
(bel^'the student to develop a more sensitive approach 
to the patient and his or her ffelings. The presence of 
a patiertt helps to^humaiiize the subject of substance _ 
abuse (Linforsand Neelon 1980). . ' ^ 

If a spouse of the substance abuser is available for 
the presentation^ it may be an even more meaningful; 
experience for the students. Listening to a wife or hus- 
band explam that the children are no longer tense t>r^ 
resentful and that^va^Tlth now exisis where previously 
there had been only rebellious or sullen anger can have 
'a dramatic impact on the students. This type of out- 
patient learning experience gives the st^em a more 



positive and optimistic attitude toward substance 
abusers. 

■ . > ' \ 
If possible, faculty members from other departments 

■ should al^ be invited to Hiese sessions. It has been our 
^experi<^ce that teachers in other speciaities will also 

have an mfincn''**>"'foir better or for worse, on student 
attitudes toward pattbnts with problems of alcohol or 
drug abus^. We have fdjjnd it useful to collaborate with 
' other departments within the medical 'school in pre* 
senting psjchiatric or clifilcal aspects of topics within 
their curriculum that are iielated to substance abuse'. 

- In addition to "live" patient presentations, a 52- 
minute audiovisual tape entitled "Alcohol and* Drug 
^ Abuse Among PhjMcians" is'presented to*the entire 
freshman class, which then divides into^small groups 
for^an additional h^jur to discuss the film (see Anno* 
tated List of purriculum Material). The film consi|ts 
of an interview with "two physicians and their wives 
that was conducted befor& a pT^\ lous freshman medical 
student class. The physicians, both successfully treated 
for substance abuse, permitted", the use of their last 
names in the ^ilnij allowing a very courageous, hoji^t 
exposure of their past problems with drtij kand alcohol ^- 
abuse. The miny questions from the fftudents are 
answered candidly by the .two phy^ici^ns and their 
wives. This fitm not only ser\es to convey an optimistic 
attitude toward recoveryj bgt also helps the freshman 
student to identfty more^losely with the patient^ learn- 
ing" tfiat anyone j"feVen*someone IJke himself or herseif>, 
can become a subsjtaiTce abuser^ W 

These objectives are not onfy worthwhile but attaiil* 
has been shown that attitude change in medl* 
(lents a^J^asonable goal and that .positive 
can be sustained over a prolonged period of 
e^illeretal. 1580). 
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Chapter 2 V 
Psychdlogic, Cultural, and 
Aspects of Substance Abuse 



J- 



Having devoted the ihitiat effort in, teaching" 
substance abuse to the attitudinat orj/entadon ' 
of the student, it is then appropriate for the teipher 
to turn to the didactic aspects of this subject. TTie four 
pruhaxyk^ak that should.be addressed in this section 
are; * , 

1. To identify the major types of psychodgiamic 
mechanisms an!l the penonality problems that may ^ 
sut)$equen^ lead tp at<:ohol and drug abuse. 

2. Tp describe the psychologic consequences of sub- 
stance abuse. 



3^^ To explain the effects^f cultural, attitude^ upon 
the dev^jlopment of substance abuse. 



4j To point ^ut the potential importance of genetic 
susceptibility. 

/ ^ . 

,These goals should be introduced during this part of 
the course in "ord^ to provide a balan^d representa- 
tidh gi the intrapsychic, interpersonal, cultural and' 
^netic forces that can result in a^ubstance use prob- 
lexp. Ideally, this cotton on etidtpgies sl^ould be 
taught during the soRh#nore year or no later 'than the 
junior yearv Unlike tIR attitudinV materia in chap- 
^lX^ the material in this section can be pre;^nted be* 
fore large groupsbf students; in many medical schools, 
the sophomore year po^vides the op^rtunity to havQ 
large groups of students available'at one time. 



Psychodynamic Mechanisms and 
Personality Problems pontributing to" the 
Development qf Alcohol and ' , :. 
Drug Abase ■■ / . " 



' 

There is no single ps)chod>7iamic formulation or 
specific type of perjonaJity di^rder tliat.can explain 
the development pf all substance jise dlsqrdefs'(Wes- 
termeyer 1976(i, Knox 1978). Howe^elr,ln,|n6st of the 
cases^ the denial mechanism play^ a .majtfr role. Aft 
adequate explanation pf this psych^Iogib ntechanisfn 
of self -deception may serve \s> decrease some of the 
students' futlire frustrations lii dijalirig with substance 
abu^rs. The iise pf analogies can bc hel^iul in illus- 
trating the denial rnecBanlsm, for cx^ple^'tpmparing 
the patient with a pathologic denial mediinism to a 
race horse with blinders on to deo^ase the noise and 
excttement of j)Oth the other ijbrses and^ tlie crowd i n 



order to concentrate on the one goaf crossing the 
finish line first. In the case of the .person witli 'a drink* 
tng problem, the dental me^hanisA repres^ts the pa- 



6ent's Blinders, which serve to ward off^^^ jnslgjits 
that ma^ interfe^ tvith the major gQal of going on to 
the next 'dnn^ Miftlnuzing 'the seriousness of the 
drinking prpblem ^becomes an essential, part of the^ 
patient's onentatiaWo the environment^ 

Qrf^J fascinating'aspect of the* denial mechanism is 
highlighted by a research survey on ci^at^tte smoking 
(Kozlowski 1980). While 63 percent of bighly, inoti- 
\ated c4i^4iac patients in one study report^ that they 
no*longet 3ai<>le^ up to Idjnonths^after their last heart 
^ attack, urin^ assays showed that one*fifth of'^ese pa- 
,tjeiifa^vj5.^tyi]^mokj^^ In this si^ation, the- denial 



^ ajjparenUy changes to a conscjpus, embarrassing dis- 
'fedjonan ^brder t6 avoid a n4gatiye response from the 
cliniclai). A similar study was performed m atcpholics 



whose ui^ne was assayed for alcohol while they were 
visiting a medica] clinic ; 52 percent of their reports on 
drinking were unreliable {Orrego et al. J979}. These 
patietUSx who did not realize that their urines were 
beiAg^evaluated for alcohol, demed any alcohol intake 
during the preceding 24 hours. Instructing the student 
on how to approach the denial Tncchanism in a sensi^ 
tivfe^manner while taking an adequate history will be ' 
described in some detail in the next-section. 

The learning tfi^ry of chemical dependency; witji 
anxiety leading to drug use and a subsequent reduc 
tion in anxiety, is another concept that should be pre- 
sented as part of this s^on. TheTelief of anxiety (and 
subsequent po^tive reinforcement) by alcohol or in* 
jectable nqjKotics may be immediate^ as cont^ted 
with other adaptive techniques for relieving anxiety^ 
and repetitive practice can result in overleaming this 
habit. This conditioned response is maladaptive and 
may result in negative, anyiety^erpetuating responses 
by family, employer^ and other social contacts^ leading 
to a vicious cycle of anxiety increase-j'alcohol in- 
jtrease-^relief of anxiety by excessive alcohol in* 
take-^sociial disapproval^anxiety increase* 

The psychodyncmic fortfiutation of the overindui- 
gent mother and the resultant excessively demanding 
child does apply to some patients, and therefore this 
concept should be^revie\Te<i. In early life, inunediate 
soothing of the, infant by early pacifying could pro* 
duce an impulsive individual who later reacts \vith 
irustration apd anger to attempts at delayed gratifica^ 
■ tjon. The use of alctfhol to pacify tJfe discontent may 
also be ing^reted as, a hostile act to spite family and 
friends. From the viewpoint of some analysts, the sub- 
sequent alcoholic debaseijient satisfies the guilt^fie«£$ed 
t^fr pflfWfr fnr hu hn^tlTp ^l^filiolic acts agaiflst 



the people wh0 jnterfert vdth his immediate gratifica- 
tion. Although this type of formulation does not apply 
for many substance abusers^ it can serve as a therapeu* 
tic guideline for those patients who^t the description. 



Some of the older personality theories that were 
proposed as etiologies of substance abusCj such as pas* 
sive^dependent or narcissistic personalilies being more 
likely to <ievp6p problems with chemical dependency, 
> have not been corroborated in a number of studies *f 
these patients (Westermeyer 197^6). .Although some 
psychologic factors did appear m(?'re frequently in the 
substance-abusing groups 15 to 20 years prior to ad- 
.mis^on to treatment centers ^the MMPI was admin- 
isHered during^the college >ears), no consistent per- 
sonality patterns were more apparent in this group 
than in a control group. (Hoffman et al. 1974). These 
substance abusers, when compared with their control 
peerSj were more likely to desire independence 'm ado- 
l^cence or to be rebelfious^ \fere more impulsiA^e, were 
less likely to share decisionmaking with a gnjup, and 
w^re more likely to have experimented with alcohol 
and drugs during adolescence with an accompanying 
low self-esteem. However, evaluation of their adjust- 
ment at college did not show any more serious mal- 
adjustment during the tuiie of testing than did.that of 
^their comparative peer groups* Similar finding;; have 
been reported in heavy drug users (GoIdst;pn and Sap- 
pington 1977). A study of MMPI profiles, which had 
been administered to all entering freshmen prior lo any 
sipificant drug use, compared heavy usen of mari-. 
juana and hallucinogenic drugs with a non-drug-psijig' 
group. Those who Uter became drug users appeared 
to have less ^ego strei^th, to be less reserved, mojfp im- 
pulsive, and more resistant to authority, Mdi^ likely 
to learn by experience than the control gr(Hip, How 
efver, thfe MMPI profiles of both groups were within 
normal limits. Presentation of these data may enable 
the medical student to understand that obemically de> 
pen dent pa tients^ when ^tinent, are n©t that differ* 



ent from the remainder o^ the patient populations 
thuSj it may not be appropriate to generalize about the 
"lintisociar* personalities of ^bstance abusers. It 
should also be pointed* out to the students that there 



arc se\eral subgroups of subsunce^abuscrs who are 
unable to abstain for 1 >ear or more, those patients in- 
clude skid row akohdksj those with organicinentaTf 
disorders associated ^jth substam^e abuse, and others 
with deteriorated personalities. 

. The relationship betwAn substance abute and de* 
pression docs ha^e dini<^i ittiportance, and this not 
infrequent association should be presented to the medi- 

fcal student. One of the most difficult cliiftm prob- 
lems in substance abuse is attejnpting to differentiate 
primary from ' secondary depression in a substance 
abuser. Substance abusers have, a very high incidence 
of depressive symptomatology secondary to the de- 
pressan^ effecte of the jfhemical, the deterioration of 
rifest>le^ the loss of iQeapIngful. relationships, and 
other environmental c^ses. In these patients, we may 
find eOtdence of a'primary affective illness that either • 
preceded the onset of the subsitance abuse problem or 

Psychologic Consequences Of 
Substance'Abuse y * ■ - 

It is important to shov^ the student not only.that 
psychologic problems may contribute to the de\%op- 
ment of a Substance Vse Disorder, but' also that the 
alcohol or drug abuse problein rctsults in additional ^ 
psychologic^ trauma and deterioration, Th^iS, some of ^ 
the personality characteristics and psychologit prol^ 
lertis' displa>'ed^ by the pflticnt may not have been 
present at the outset of the dru^ or alcohol problem. 
The best example of this concept can be, seen in the 
severe personality changes and p%>choIogic conse- 
<)uences 'of chronic substance abuse in the skid rove 
Or revolving-door alcoliqlic (BVisolara et al 1968), 
After man^ y^rs of^alcohot abused well as many ar- 
rests fpr drunkenness, this individual has developed 
pathologic low sclf.esteem, an inability to {dentify with 



appears to b^ aMistinct, separa^p problem ftrm the 
cbeiiiical dependency. The patients may be using al* 
cohol or drugs in an attempt to all^ate or temporarily 
obliterate the dysphoric symptoms. _ If ofte h able to 
elicit a history of a severe depressive 'q)i5ode occurring 
months after the patient has initiated complete ^b< 
stj^jence and mthouf any other ^igniffcant environ* 
\nental changes, then the jliagnosis lof a priri^aiy af* 
fective illness is more likely, particularly if' there is^a 
family history of Affective disorders. Thejtherapeutic 
importance of delineating these two types of affective 
problems has been concisely summarized by Schuckit ' 
(1980a). 

\ * 7 ^ 

Csc and possible stbscquenf misuse of drugs for 
other psychological symptoms such as phobic prob-^ 
lems* situational social anxieties, overeating,, and sex- 
ual inhibitions sTiOuld^lso be reviewed during this part 
of the course. . 




any segment of society except his fclIcJw bottle com- 
panions, pitiful unrealistic optimism abou^the future^ 
and incr^i^d distrust or emotional isolation^ as meas* 
ured by the Psychiatric Evaluation Profile- (PEP), 
Many of these alcoholics have no difficulty in admitting 
their drinklpg problem, but the denial mechanism may 
become very inappropriate in regard to future plans 
and expectations. The inappropriateness of the denial 
mechanism may be exacerbated 1^ the fre(|uent pres- 
enccL of alcohol -induced organic mental disorders in 
this population. 

The specific t>pe of substance abuse ma^ also have 
some effects on personality traits. The more illegal 
the drug, the more conscious (deceit the patient must 



us<f in obtaming and self-administering the drug."^ 
^result, it is not unusual to find chronic na/cotjp or 
"|pe<d^usen disptaTing-more^tnanipulati^ e personal- 
hi^s^and mofe suspicious attitudes fo^vard the typical 
reprejeptativcs of societ)^ including ph^-sicians. If one 
regard trust as che'comentone of ihe therapeutic reja- 
tionshipr then the difficulty in treating these patients 
becomes apparent. Th€ student has to learn that he 
ma> frequejnffly requir^ help from other community re- 
sourceSi^uch as speciaiized impatient ser\'ices or NA, 
in treatihg>th6se pati^ntSn 

V. ' : (, 

The lAig-tertn cKemical dependency withdrawal 
efT^cte, of wjiai has been labeled The PrpJracKd 
Wirfidrawl^ Syndrome," should be reviewed as part 
of thif discussion ^Kissm 1979; Gallant in pr«ss).This 
syndrome consist? of such physiologic Variation as res- ' 
piratoiy^rregularity, labile blood pressure and pulse, 
impainqent cf *low-wave Jfeep, decrease in cold-stress 
response, and psychologic cott^kfnts of spontaneous 
anxJety, depress^^ epiSodes^r no apparen^ reason, 
anS e^en' transient ps^^chotic reactions. Biochemical 
changes including decreased norepinephrine and testos- 
terone at\d diminished tryptamine metabol,ism and 
growthr hormcme response have been described in the 
hteratuf! iKi^m'J929j. This syndrome has been re- 
ported as lastmg from 1 month to more than 1 y^r- 
For the dfftgposis of this syndrome, it should be de- 
termined that the patient clid not hav^ a combination 
of these symptoms prior to abstinence, and no meta- ' 
bohc ?r ps^hologic causes for the behavioral and emo* 
tionaV abtt^rmahties should be apparent (except for 
the ^tinence from aitohdl^ Cognitive performance 
may be iiflpair^, and the patient tnay show no signify 
ice^nt itpprovcm^nt" during the first moptlt of with* 
dra\^'al (Eckardtetal. 1979).3^herefQre, the physician 
should move cautiously in treating this padent and 
avoid abrupt conffontatlon therapy. Explanation of 
(hjs symptomatology iifay prove to be anxiety- relieving 



to botK the^ patient and his family and may help to 
avoid a chemical dependency relapse. \ 

The peculiarities of "alcoholic blackouts" and 
"pathologic intoxication'' with sociopathic beBavior 
(Alcohol Idiosyncratic Reaction in DSM III) shoufi 
be emphasized (Gallant in press; Thompson 1963; 
Malettky 1978). i The diagnostic prof}lems and the 
ftterapeutic management of this potentially dangerous 
substance-induced syndrome should be detailed (Gal- 
l^t m press). The'abnormal episodic, amnestic be- 
havior frequently displayed by these patients during 
alcohol consumption may be confused with temporal 
lobe epilepsyt schizophrenia, or\other drug in- 
toxicadons. ^ 

The. abnormal behavioral reactions with alcohol or 
barbiturat,es or mix^ alcohoUdrug combinations can 
be t^fused with jMiychotomimctic reactions such as 
that seen with phencyclidine (PCP) (Gallafit in press; 
Cohen 1979). Com|>laints of analgesia, cerebellar 
dysfunction with ataxia anS slurfing of speech, hyper- 
acusis, nausea, and dysphoresis can all be seen with 
PCP intoxication as well as with arlcohol and other 
s^ative drug intoxication (Garey 1979). At times, 
PCP and other cyclohexjafamine compounds can pro- 
duce psychotic reactions mat maybe indistinguishable 
from schizophrenia ; this reaction can only be diagnosed 
by fluid assays (Gallant 1981). The psychologic, psy- 
chopathologic, and tolerance effects of marijuana 
should be objectively n^^viewed during this part of the 
course prescniatlon.^Ari" excellent monograph' on this 
subject was published by the National Institute on 
Drug Abuse (NIDA) this book should be available as 
resource,Vnateria! for both student and .faculty' (see 
Petersen under Monographs in Annotated List of Cur- 
r&;ulum Material^. .Intoxication and withdrawal 
symptoms of stimulants, hallucinogens, alcohol^ 
volatile solvents, hypnotics^ tranquili2ers^ and opiates 
should be graphically presented to the students so that 
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the sijgm and "symptoms may be more r^ily remem- 
bered and thus recognized in a patient (see tables 
1-1 1 in appendix D) . During*this part of the presenta* 

Vanations and Effects of 
Cultural Attitudes 

The varieties of drugs available for potential abuse 
are innumerable. There ate more than 5,000 alkaloidal 

^plants that have the potential to hallucinogenic 
(Schuites 1969). Cultura! attitudes play an impor* 
tant role in the acceptance or rejection of these sub- 
stances.' The historical use of Amanita mmlaric in 
Siberia, Ps^ocybe in Mexico, Cannabis saiiva In Asia 
Minorj Virola varieties in Colomfeia^ Iboga ih Gabon, 
and Dciur In the Andes region all 4^ad to , the con* 
elusion that such compounds will be aVctitable for use 
for an indefinite period of time. While cultural ap^^ 
proval may^ncrease the accessibility to a drugj ritual- 
istic use of the drug by the culture may l^tp to inhibit 
the abuse or overuse of the drug (Westemieyer 1976t). 
Odier Cultural influences that may tend to lower the 
incidence of drug abuse are the labeltng of solitary use 
as deviant and of intoxication as shameful. The lower 

' ratec of alcohQlism among Jewish people but the reU- 
Hyely higK rate of heavy hallucinogen use in Jewish 
youth> and ih^ high rate of opiate abuse but the low 
z^te of alcoholism in the Meo of southeast Asia are 
examples of cultural effects (Westermcyer 1976t). 
Ethnic drinking habits within the United States should 
be presented at this time. Racial and sexual diffei^ 
ences in alcohol and drug use shouM be reviewed and 
the possible r^uons for the incidence differences dis* 
cussed (DawJuns 1980>NDIA 1^79^). Questions such 
as ^Vhy Is alcoholism higher in males?"* and ^T/Vhy do * 
black women have a higher proportion of both ab- 
stainers and heav^ drinker^ than have white women?*' 




tion, the neuropsychological findings of cognition im^ 
pairment due to sedative and hypnotic use should be 

reviewed (Bergman et al. 1980, Hendleret al. 1980). 

t 



should be addressed, even though some of the ansv^reis 
are not known at this time. ^ 

The inddence of adolescent alcohol and drug abuse 
depends upon such cultural factors a^ peer impact", laws 
concerned with consequences of alcohol and drug use, 
and family psychod^namics, as well as biologicalta? 
tors. The relationship between lowering the drinking 
age and the increase in adolescent drunk arrests and 
adolescent drinking-driver accidents has been ade- 
quately documented (Smart 1976). In the province of 
Ontario, Canada^ an area that has a reliable data col* 
lecdng system for drinking and driving accidents, the 
legal drinking age was lowered frdm 21 to 18 years in 
July 197K Lowering the drinking age to 18 ^'ears has a ' 
''drifting down" effect, as many of the l^year-olds will 
purchase alcohol beverages for the next younger group, ^ 
15 to 18 years of-age, whereas 21-year-olds are less 
likely to associate with the 15 to 18 age group. By 1972^ 
the percent of persons under the age of 18 arrested for 
drunkenness almost tripled^ while there was only a 
slight increase in other a^ groups. During the same 
timeliiterval, the percentage of the 16 to T9 year drink' 
ing driver accidents increas^ by 50 percent, as com- 
pared with an overall decrease In the older age group 
during the same period. 

Th^influence of peers upon alcohol a^d drug abuse 
in adolescents ha^been^ demonstrated in & number of 
studies (Lassey and Carlson 1979, Kandel 1975^ 
Johnston ct al. 1980). In a Survey of social and urban 



drinking among teen^ers, peer influences are "clearly 
more^gnificant i^the urban setting \%hiJe family and 
sckwl (counselor) influences seem stronger in thermal 
settings" (L^se> and Carlson 1979^ . In tv^o IcngitudN 
nai studies of 5,468 high school students, it was /ound 
that 27 percent of the students vvho smpked cigarettes 
or drank alcohol beverages progressed to marijuana 
withtn a &montli period^ whlle only 2 percent of absti- 
nent students proceeded to marijuana. During a subse- 
quent 6«month period, 26 percent of the marijuana 
users progressed to 'more illegal** drugs such as LSD, 
amphetammesj or heroin, but only 1 percent. of npn* 
drug users and 4 percent of legal drug users did so, This 
progression was found in each year of high school 
Speafic paitems of use emerged^ with few users pro- 
ceeding to a * more jJlegaT' drug without first trying a 
more socially acceptable drug. One of the conclusions 
m this study was that the stages of drug use were "pjjpb- 
ably culturally determined" (Kandel 1975^. Sen 
more extensive surveys of drug use in high school stu- 
dents ^from approximately 123 private and public 
schools; indicate that *'much of youthful drug use is 
initiated through a peer soeiai-Uarning process; re- 

Genetic Aspects of 
Alcohol and Drug Abuse 

To study e^vironiTiVn^ influence as a factor in the 
development, of disease^ adoption studies (Crowe 
1975^ use only those adoptees separated shortly after 
birth «{rom their blood parents. Comparison is made 
between the adoptees whose blood parents have the 
disease under investigation afid those who do i)OL In 
one study,' altliot^h the index adoptees of alcoholic 
parents and control adoptees were interviewed only 
at a'mpan age of 30 years,. th"fe^dex adoptees already 
had more than threp tunes tlie incidence of^coholism^ 



* search has showil a high correlation between an in* 
dividual's illicit drug use and that of his or her friends" 
(Johnston et al. 198a). 

^ The alcohol beverage industry r\ot onl> saturates 
college newspapers, rrMing up more than one-half 
of all national advertisementSi but also uses thejna* 
jority of the advertisements to influence peer pressure 
on students to join in drinking (DePoe and Breed 
1979>. In a sample of nationv^ide college newspapers 
alcohol advertisements, the ridicule of studying, grad^ 
uaticn, and education through the substitution of beer 
drinking was a dominant theme* The author of this 
review paper 3ko reported tb^t 1.8 percent of the 
students sampled h&d been arfested for driving while 
intoxicated during the previous year. Other alcohol* 
relatj&d problems on campus wiere missed classes ovving 
to the effects of drinking, damaged campus property, 
and deterioration of grades. This review documents 
the ^Wti^ucation'* and the importance of the peer 
pressure themes of these alcohol beverage^ industry* 
Supported adviertlsements. All future physicians should 
be^aware of these attempts to influence the media and 
the consumers* 




a significant difference (Goodwin et al. 1973). The 
genetic influence of an alcoholic parent was also^hn- 
onsUated m a study of half-siblings (Schuckit et al.^ 
1972; , Children of alcoholic biologic parents 
raised by either alcoholic or nonalcoholic parents 
had the s^me inctdeixce of alcoholism* Children 
of both alcoholic and nonalcoholic biologic par* 
ents who shared their home with an alcoholic pro* , 
band showed no greater evidence of alcohoUsih than 



djcfthose individuais \vho did not share ttjelr chiM- 
hood home within akoholic. The history of an ai* 
coholic .biofogic parent was the only predictor of 
dlcohplisnt 



in alcoholics was selectively depleted of acetaldehyde 
dehycjrogena^ej a finding that could be directly related 
to the genetic defect 

Whi|e these genedc and pathologic studies 'point to 
the e&tence of a genedc subgroup of alcoholics, it 
should be emphasijwl thaf the majority of offsprinfg 
of alcoholics never do develop alcoholism and a sig- 



In a review of the genetic studies of alcoholism, 
Goodwin { 1979 ) suggested that one subgroup of alco- 
holism ^'categorized a* ' famiiial alcoholism'' with an ^ , , , , 

e-aily onset oi low of control, high tolerance for alcohol, ^"5""^ "I alcoholics have no family hbtory of 

' and^O^ce of significant p^ychiatnc pathology. }i a Therefore when this matenaJ is presented. 

It IS important ^o cite thjj^specific studies and references 
containing the specific percentages , o^eneraKzations 



ignificant psjchiatnc pathology.^ 
gerjetic substrate docs exi^t for a specific group o|falco- 
hglics, it ma> * relate to acwaldehyde levels. Blood 
acetaldeh)de concentrauonsr have been reported to be 
significantly elevated (g <?.0Q4} after a single dose of 
ethanol (0.5 mi/Kg) in 20 young, nonalcoholic mates 
with dcoholic parents or sibhngs as compared with 
20 >X)Sng, nonalcoholic male offspring v^ith no family 
history of alcoholism (Schuckitand Vidamantas 197,9^. 
Thes$ ele\ated acetaldehyde levels could result in a 
^i|etrah>draisoquinolmei product from caJ3echolamtne 
condensationj a compound that ma)-be rela^d to the 
development of addictionX / 

• . ' ' 

If si^ificantiy elevated acetaldehyde levels after 
alcohol ingeition do play a role in the genetic sub- 
group of alcoholism, then acetaldehyde dehydroge: 
deficiency may account for this ciinic^l phenom^on 
' (J^kins and Ptters 1980) . Liver b^^y spei 
' tamed from 12 nonalcoholic and 11 contq61 subjects 
shpwe<H^|tthe c^tosolic <^ponent of tlje^hepatocyte 



or definitive conclusions ^ould be presented, since they 
could lead to Inappropriate genedc counseling of 
paiients. 

In other areas ^of drug abusc^ such ^ narcotic addic- 
donj genetic data are scanty. Although Vaillant (1966) 
did find addicted relatives in 24^100 narcotic addicts 
that he investigated, almost all of the addicted relatives 
were siblings, and there was no control group for com- 
parison Onl) one of the narcotic addicts had a parent 
with narcotic addiction. Si6ce ij^odc use is illegal 
and greatly influenced by legislation^ Iftw enforceniept 
agencies, socioeconomic circtunstancesj and accessipil- 
ity and has a relatively short history compared vmh 
alcohol, it is not Surprising to find a comparatively low 
incidence of parental addiction in a 1966 study. Com^ 
pelent retrospective as 'wseil as prospective genetic 
studies on narcotic addictiolf^dtother drug abuse 
problems still remain to be done* 
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Chapters 
Early DiaQHosiiof 
Alcohol and Drug Abuse and 
hidicat^^ 



Diagnosing the Early Pha^^s of 
Alcohol and Drug Abuse 



The Interview Process 

As with other medical illn^s, the earlier th« phy 
^siclan establishes the diagnosis of substance abuse and 
begins treatment, the better the prognosis. Teaching 
the medical student how to inter^'icvv the patient in a 
sensitive manner in order to obtain a reliable histoiy 
.,is fJbbably the most important goal in medical school^ 
In the field of alcohol and drug abuse; dei-etopment oj 
interviewer sensitivity to the patient is a necessity, and 
no one is more suitable to teach this approach than the 
faculty psy^hiatristj provided that he presents^a teach- 
ing model that is simple and straightforward. Unneces- 
sarily complex psychiatric teaching models in medical 
school will ci:eate more resistant attitudes in a student 
v^'ho already feels negative about substance-abusing 
patienjs {Waring ^980). ' 

M wi^h all items iu a medical histor>, the chemicaj 
use histor> should begji with qaestions about the 
lea^t thrcdtenjig or ^e^t subjects. Thus^-the facult) 
member should instruct the student to begin by in- 
quiring about sub&tince^ t^iat are legal or culturally 
acceptable^ such as the number of cuj^s of caffeinated 
beverages per da)^ progress to the number of cigarettes 
■(filtered or unfilteredj, and then to the daily number 
of glasses of wins and beer and^ or ounces of liquor per 
da). In addition to the t)pe ancf amount of drug, the" 
imenicwer should try to assess tl^ie pattern of usage. 
After each speciic drug Is dUcussed^ t^^e patie^it should 
be asked a question about the elTevts of the drug be- 
havior upon other people^ starting v^ith ca^eiiiated 
co^ee^ e.g.} ''Does your spouse or do )Our feljftw em- 
plo)eeie\er comment that >ou m^y be drinking too 
much coffee?** If tbe answer is )eS} a subsequent ques* 
tion should be, "Do you become raoit irritable after 



four or five cups?'* The same questions can be asked 
about wine, beer^ or other drugs as each substwce is 
reviewed in the history, .^fter these quesuons, the stu- 
dent then has to be taught how to cross sensitively 
from legal drugs to manjuana and then to the "more 
illegaT' drugs. Such introductions to these subjects as 
"'I do have to a^ these questions because some of these 
drugs can cause changes in a person's behavior or 
affect the action of other drugs'\may help to smooth 
the path. These questions mqst be asked in a non- 
Judgmental manner, and labels such as "'alcoholic'^ 
or ''adflict'' should be avoided at this time. .Attention 
to type^ amount^ ahd^ttem of drug usage will result 
in more-reliable information. At the beginning of a 
therapeutic relationship, one should never4attack the 
denial mechanism. Instead, the clinician should work 
around it without allowing the mechanism to prohibit 
him or her from obtaining a reliable substance abuse 
histor>. Additional information on the initial interviewj 
\^iih a sensitive approach to the substance-abusJig 
patient v^ho is using the denial mechanism in an ex* 
aggerated manncr,ctuibe found in the Medical Mono^ 
graph Sferies volurne entitled Diagnosis of Drug and* 
AkokolAbu^e (CJbhenand.Gallant in pn^). 

It should be emphasized to the students that the 
substance use history Is an e^^tial part of all {nedlcaJ 
examinations and t)tlt a methodical btit concerned 
approach will 6^6rea5e the number of undiagnosed 
cases. Carefully worded questions about chemical use 
in other family, members^ma) yield additional^ for- 
mation. Such questions ma> be more easily accepted by 
the patient who is told that 22 percent of CS. fam- 
ilies have a problem related to alcohol (Gallup 19811, 
and th% it is not an unusual problem for an> family. 
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In most U.S. medical schools^ the appropriate set- 
tug to iiutiate the teaching of the interview process 
could be either during the freshman course on human 
behavior or during the history-taking instructional 
course (frequently titled Physical Dtagnosis)^ usually 
conducted by the department of jnedicine aided by the 
department of psychiatry cdunng the sophomore year. 

Use-of the Diagnostic Questions-^or Early or Ad- 
vanced Alcoholism (appendix B-1) and the MAST 
scale (appendixB-2) mayhelp'thestudentgain amore 
complete understanding of the diagnostic approach. 
After an initial relationship with the patient has been 
established, use of these scales may enable the patient . 
to talse a more honest looic at himself or hersel/. The^ 
Diagnostic Questions for Early Advanced Alcoholism 
are somewhat ^aore subtle than the MAST scale. Stu- 
dents should be asked to complete these scales them* 
selves^n an ^uion^mous basis^ and the results can be 
reviewed du^ng the next class session. This teaching 
methoa of change from passive to active participation 
helps to maintain the attention of the class. 

Early Symptoms and Sigi\s of Alcohol and 
Orug Abuse 

^ Frequent headaches, recurrertt gastrointestinal com- 
plamtSj recent absence^ from woA or school based on 
va^e physical complaints^ or sudden unexplained 
mood changes are all possible early symptoms of sub- 
stance abuse. Somewhat more advanced symptoms may 
be the '^tinned use of alcohol or drugs in the same 
anvounts even after having sustained Injuries v^hile 
usmg ^cohol or drugs Or aft^ being charged with 
dnving while intoxicated iDWI;. Increased frequency 
of use despite ^^blackouts/' antisocial or belligerent be- 
havior Avhile under die influence of cbemicals, or con- 
frontations by^spouse or friends about usage are often 
symptoms of loss of control Iii orcfer to validate the 



diagnosis in some suspected cases, wh en> close family . 
member is available, the ph}*sidan may ask the ps^Uerj/ 
if the family member could |ccompany the patient dur- 
ing a subsequent visits ' 

Frequent injuries or cigarette bums due to dnwsi' 
ness' may be other symptoms of alcohol and drug 
.mtoxication. Unexplained mood changes or a history 
of physical display of anger may be other indications 
of a chemical use problem. For a graphic display of 
cutaneous signs oT alcohol and drug abuse, table I 
can be used as a handout (Cohen^ and Gallant i^ 
press). Tables 2 through 10 ton also be utilized^ 
handouts to demonstrate signs and symptoms of stitn, 
ulant intoxication and withdrawal, hallucinogen- 
intoxicatton^ hypnosedative ihtoxication and Iwfth- 
drawalj and opiate intoxication and ^vjthdQawaL 
Table 11 is a summation of alcohol and druglsigns 
and symptoms that th^ patient may present during 
the interview and physical examination. The uJe of 
this^table may facilitate the learm'ng process^ aynce , 
it may be' less difHcult for the student to memorize 
than reading paragraph descriptions of the various 
sigrl^ and symptoms of these many drugs. 

Of course, the simplest test fcftalcohol abuse may 
measurement of the blood^Kohol (Dubach ai\d 
Schneider 1980). Of 1,476 patients screened at the 
University Hospital of Basel,"12 percent of admissior 
to the surgi<ial service, *9 percent of^ailmissions to th^ 
medical service, and 2 percent of the .outpatients ha 
blood alcohol levels higher than 100 mg^. Any patient! 
who can tolerate a blood level of alcohol of 100 mg^^ 
or 150 mg% without the appearance of intoxication 
should be strongly suspected of having a drinking prob* 
1cm. Other laboratory data that may be associated 
tvith early signs of alcoholism are an increas^oY^amma 
glutamyl" transpeptidase j(GGXwai positive in 63 per- 
cent of middle class alcoholics), ah SGO*f increase 
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^48 percent;, macrocytosis wSjiout anemia (26 per-* 
cent)^ ele\ated serum triglycetiae (28 perc^t)^ alka- 
line phosphatase 'IS'^percenth bilirubjn increase (13 
percent), and an Increase in uHc add (10 percent) 
{Morse and Heest 1979). Routing physical examina- 
tions and lateral chest X'^rays may show Hb and/or 
thoracic vertebral fractures in as many as 30 percent 
of alcoholic male patienu while nonalcoholic male 
patients v^l .only show a 2 percent incidence 
Cl^O.OOl) (Israel ct al. 1980). During the junift- 
clerkship year, students should be (ficouraget^ to re\iew 
charts' for these laboratory findings and administer , 
MAST scale 'to those pati^ts who sho^ abnormal 
findings. Of course^ appropriate treatment referral 
should be part of this teaching exercise. 

A concise review of diagnostic and assessment tech* 
niques that are specific for alcoholism can be found in 
the monograph^ Diagnosis and Assesshient of Alcohol 
Abuse and Alcoholism (see Annotated List of Curric* 
ulum Material) . The Brief Alcoliolism Screening Test 
(WooSruff ct al. 1976) is a highly reliable index of the 
presence cf alcoholism, llie questions are simple and 
easy to remember; 

1. Has your family ever ojfcjccted to your drinking^ 

2. Did you ever think you drank too much in general? 

3. Have others (such as friends, physicians, clergy) 
ever said you drink too much for your own good? 

These three questions wilt correctly identify about 96 , 
percent of alcoholic patients and misidentify only 10 
percent of nonalcoholics (Woodruff ct al. 1976). 

The cunotivadpflal syndrome assfidated with man* 
juana ose, as it <^cyf In our culture^ is well descr^)>ed 



In ^^o artkWby Cohen (1980, 1981) and should be , 
part of this preseiitatlon. In adolescents, an unex* 
plained drop In grades, chronic tardiness, increased 
ai)senteeism, deterioration in personal hygiene, and 
decrease In physical recreational activities are all possi^ 
ble symptoms of Increased marijuana use or possible 
abuse of other sedative-h^^aqotic drugs. P^^nalit> 
^traits such as impulsivlty and^belliopsness may be 
carl) warning signs of future drug misuse (Goldstein 
and Sappington 1977) . A combination cf two or more 
of the following s>inptoms in college or medical stu* 
dents ma> be a predictor of future drug misuse . failure 
in any area of education, difficulty in social fu 



il fuflS' 

a sttrae 



on- 
lent, 



Ing,, failure to find humor in one's rde as 
frequent use of mood^ltering drugs aswell as alcohol, 
irregjlar class attendance; friction with mor^ than one 
profdssor. The thrust behind thi^ part of the presenta* 
tlon should be that the physician may be even more 
vulnerable to substance abuse than his patients; pro- 
^phylaxis and early diagnosis should be practiced not 
only with patients but within the medical profession 
(see appendix A). 

Prescription drug misuse or dependency^ as illus- 
trated by nonbar&iturate compounds such as the ben* 
zodiazepines, may be associated with mtid withdrawal 
symptoms of anxiety, insomnia, dizziness, headaches^ 
and anorexia with rapid welght^loss (Benzodiazepine 
witkHrawaJ 1979). In one series of 24 cases, 22 pa* 
tienK^ported that they had tried and failed to give up 
dia^j^ (Maleteky and Klotter 1976) . The physician 
dio3ld be cautious with patients who cl^n|that they 
tost their sedative prescriptions or tlftit the medication 
was mistakenly discarded and with those who have an 
unusually high tolerance vf sedat|^hypnodcs. 
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(ndications for Referral for 
Psychiatric Consultation or to . . 
Speqi'alized Treatment Programs 



As stated In the intioductionj it is the opinion of the 
author that -physicians inMinical 'p^^ti^ie should be 

r. capable of nian^ng the treatment of the great ma* 
jonty of substance abusers. With the hdp of a spouse 
and family, if availablCj and with' ,the aid of AA, 

^ Al-Anon,^ NAj PiJls Anonymous (PA^> and other com* 
munity resources* the physician may be able to treSt 
the patient without psychiatric referral or specialized 
inpatient therapy. However; those substance abusers 
' who have had episodes of non*drug-related psychotic 
reactions such i& schizophrenic disorders^ paranoid 
disorders, or bipolar disorders (as listed in DSM-III ) 
should be referred for psychiatric management (Amer* 
ic^ Plychiatnc Association 1980}. Patients with se- 

^^re recurrent lyajor depressions when abstinent should 
also be referred for p&>chialiu consultation and possi- 
ble antidepressant drug manegement b> the consultant 
If the patient has a ^rious long-standing marital or 
sexual proUem that presents during abstinence^ then 
referral to a psychiatrist would be apffcropriate* How- 
evcr, it ii not unusual to see manv of the psychologic 
problems and interpervonal difiiLuIties that eccySt with 
the patient during his stages of drinking or drug abuse 
gradually resolve as the duration of abstinence in- 
crcasei. JCs previous!) noted> man> of the psjchologic , 
proUemA associated with substance abuse are conse- 
quSices^of the lifestyle. 

Spectahzed rehabilitation prograA^ can be of addi- 
tional help to the physician by temporarily immersing 
the patient^in an inpatient program total!) concerned 
wifth his chemical depend^cy and personality pJrob- 
* lems. These types of programs are pardcularly useful 
^ for those patients who have an extremely rigid denial 



mechamsm and who may only be temporarily c;.oopcrat* 
ing with abstinence treatment because of vecent envi- 
ronmental pressures.'^The ^'erjr depressed patient arid 
the patient who has receddy undergone a very severe 
blo^^tj such as loss of job because of chemical depend* 
enc>> can also profit from such a program that helps 
the patient to stop and reexJlmine his lifestyle and fu* 
ture goals. 

Those patients who have recently undergone a se- 
vere withdrawal reaction from substance addiction and 
are showing some evidence of symptoms of the pro* 
tracted withdrawal^yndrome woutd profit considerably ' 
'from continued inpatient treatment in a specialized 
rehabilitation unit. 

Smce many pjescription drug and illegal drug abus* 
ers have had to devehp more mani^Iative personality 
* traits than aJcohohcs in order to maintain their habit* 
^ uation or addiction^ these patients have more difficulty 
in establishing J a trusting therapeutic relatic^hip. It 
appears that a greater percentage of these patients than 
01 pure" alcoholism paii^nts require specialized in' 
patient rehabilitation programs as the first step in man- 
aging Withdrawal and iniiiating ongoing therapy. It is ^ 
extremely difficult and in some cases impossible for the 
practiung phy&ician to establish a trusting therapeutic 
relationship with a drug abuser by seeing this patient 
once or twice weekly as an outpatient. Specialized re- 
habilitation programs as well'as NA and PA can be of 
considerable help with this type of individual, who' can 
frequently ^return to the referring physician for ade- 
quate followup after dtschaig^ from the rehabilitation 
program. " 
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It is i^nportant to emphasize to medical students that 
most substance abusers do not Lke to ^Ie^v them^Ke^ 
as "psycHiatric ' patients, "real alcoholics^ or^*real ad- 
dicts-*' Treatment by the family physician may be more 
acceptable to these iodividualSj particularly in the be- 
ginning phase of the problem and while the denial 



^mechanism is still strong, A hasty* suggestion or tod 
rapid referral of the patient to specialized treatment 

, facililies «or to a psychiatrist may only lesult in ter- 
mination of the relationship with the ph^^icianj.\>ho 
was just starting to make headway v^ith the substance 
abdse problem. 
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Chapter 4 \ ^ _ 
Essential Elements of the Therapeutic 
Relationship and techniqUespf 
Early Intervention and Treatment: 
Special Techniques With Adoiescents 



Essential Elements of the 
Therapeutic Relationship 

; i r- i ; 

Trust Is the essence of the doctor;patieDt or ther^ 
apeutic relationship as well as of other human 
relationships. Without this trust, the most intense ef- 
forts of a brilliant ph>'si^ian pky be useless when it 
fomes to helping a patient^As distrust enters the relat 
tionship, patient-noncoio^i^nce will assuredly increase, 
^ as will "the dropout fate. This basic element oTtherapy 
should be emphasized throughout all 4 years*of medical 
education. Unfortunately, the theme of trust is not 
discussed frequently enough in most medical schools. 

During the introduction of lectures on attitudinal 
change in the freshman year, interviewing techniques 
in the sophomore year, and exposure to the varie^ 
of treatment techniques during the junior and senior 
years, the importance of trust must be emphasized 
again and again. Often even the inmost experienced 
psychiatrists are suddenly surprised by^ an expression 
of distrust from a long-term patient who has never 
before sTiown ^ystfvidence of a lack of'trust in ih^. 
therapist. « 

A sensible division of the three important elements 
of a therapeutic relationship has been described by 



Truax and Carkhuff (1967). The. concepts of non- 
possessive warmth (or the ability to show the patient 
that you care whfhout "suffocati^ng" him or her}, ac- 
curate eiT^ath)r (ability to convey to the patient that 
you undeqtand^is or her feelings)^ ^nd genuineness 
. (conveying honesty to the patient atid ^ing able to 
admit your mistakes in an appropriate manner) are 
the^oundation for the therapeutic relationship. When 
the physician is able to incorporate these three ele^ 
mentslnto his relationship with the patient, ^ bond of 
"trust is ^ablished and true therapy begins: However, 
without the factors of caring, empathy, and honesty^ 

Jie patient^s symptoms may worsen (Truax and Cark- 
uff 1967)^When these, three factors are present to 
a hi^ degree, then the patient will show gf«ater 
evidence of constructive personality ct^i^e. It is 
essential for all physicians to develop^and improve 
' these positive attitude as long as they are practicing 
clinical medicine. These essential elements of the 
doctor-patient relationship may well be the most im- 
portant concepts that we shoukl teach to the aspiring 
, physkifan. 



Techniques of Early 
intervenfron and Treatment 

Early fnterv^tion with a substance abuser tele- 
scopes or compresses the past crises caused^ substance 
abuse into one dramatic confrontation, in order to 
brush aside the denial mechanism so that the patient 
will agree to get help. It is a therapeutic maneuver 
designed lo help the patient now, rdther than to 
VkTait interminably for the substance abuser to "hit 
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bottom/" to lose or destroy his or her family, healthy ox 
job, if we wait, it may be too l^te. For example^ it is 
not unusual in th^ field of substance abuse lo treat a 
> severe, chronic alcoholic successfully^ and then see 
him hemorrhage to death frxyn^ophageSl varices 6 
or 12 months after he stopped drinlting. 

-is 



/ 



Some AA and' Al-Anon meinbers are reIUctanjj(to honest. The spouse is told to infoom the chemical 
recommend this method because they have the opinion ^ abuses '/ibcfut each meet^gjinviting him or her to at- 
tend, since the specific goal of the interventioi^ is t< 



that flie patients shotild,"hit bottpm" and make the 
decision for themselves while tjie family attempt to 
stay detached. However, when earJy intervention is 
used with adequate preparation and sensitivity^ it 
may save the patient and (Jie family many years ofj^ 
suffering, and in some cases prevent ^he marriage* 
from breaking up. There are a number of different m-^ 
tervention approacjtes {Johnson 1973 J. Each therapist 
, modifies *his or her approach according i© the avaiJ- 
able human resources, treatment facUitieSj and attl* 
tudes about confrontation techniques. 

As mentioned before, adequate preparation, sensi' 
tivity, and experience are required for this therapeutic- ' 
inten'entton. Xhc^jpfore, it is r^conln^cnded that this 
tc4?hnique b5 reviewed toward the end of the junior 
psychiatry rotation pr^uring iKe senior >ear. The £oJ- / 
lo^ving steps describe the approach adopted by this 
author. Usually, it Js the spouse of the chemical abuser 
who calls, saving that he or she is upset and feels hope- 
less because the substance abuser refi^ses to see a prob- 
lem or the need for help. There is an initi^ inter- 
\icw with the spou^ to identify the key people in the 
environment who ha\e the most influence on the sub- 
stance abuser. The therapist explains to the spouse 
that she or he Is the patient and thus the confidenti^J- 
ity of the abuser is not involved. Tb% nexf meeting will 
include the teenage oj: adujt children and possibly one 
or two close friends, whose attendance Is requested in 
order to validate the spouse's history as well as to edu- 
cate them about substance abuse. Thejr are asked to 
assdme a nonjudgmental attitode and make a list 
of three lo five painful or embarrassing events, avoid- 
ing labels^ associated wtth the^behauior ^ the sub- 
stance abuser while' into^dcated. During ttiis session, 
the three key attitudes foi^ intervention Jare emph^ 
sized : Always express genuine concern to the substance 
abuser, maintain a nonjudgmental a:^itude, aitd be 



to 



h^e the substance abuser 
for at least one visit. It is 
to convince the chemi<Sl 
th(yrapy, " . 

ThQ spouse should al< 
abuser that the children 
the request of the therapi 



3me in to s*^e the tfierapis^ 
^en the job of the thex^pist 
spendency patient to ei)ter 



explain to the substance 
id friends were included at 
not through the spoil's 
choice^ so^that sOm^. of flh^ anger will be directed 
* tWard the therapist in order to a\x>id any additional^ 
anger in the household. Nothing is done behind the * 
back of the substance abuser during this type of inter- 
vention approach ; this mjethod is considered to be safer 
and less likely to precipitate unexpected tragic events 
such as a sincere or manij^ulative suicide attempt. ' ^ 

Using their lists of,painful events, the members of 
the newly composed inlerventSon team (spouse, chil-^ 
dren^ fnends) should rehearse part of the confronta- 
tion with the therapist In order to avoid any gross dis- 
agreements and to eliminate an) individuals who iriay 
tend to overprotect the clijemical dependency patiept. 
The time of the actual confn^ntation must be moet ' 
carefull]^ planned to be sure that the abuser w^ll be 
drug-free at that timaThis is the oi^ly session during 
this type of intervention approach that is conducted 
without, warning the chemic^ abuser. . ^ * „ 

, Usually, the author enlists the aid of another couple^ 
who has had a successful intervention at^d has <ins 
couple join the intervention. Their presence helps to 
defuse the situation by offering the person being con- 
fronted, an opportunity to identify with someone else' 
who has ^one through the same painful process. * 
Finally, it must be emphasised that there has to J)ey 
a-commitnient by the entire ii^tervention team that* 
there is a great deal at stake if the si^bstance abuser 
^uses the treatment optiofts of the intervention. It is 
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unusual vfbr the chemicai abuser to reject ttje con- 
frontation and the treatment ppiibos, but th^ ih^t§i> 
veation team be prepared fot.the wodt. For 

example^ after the tists describing ^thci substance- 
abu^ei;'^ behav ior are read, the spouse may have to^ 
end the discussion by stating, "If )^u do not follow up 

with Dr." at" least once, then we will be 

separating until >ou,dciso." VWth the scales v^^i^ted 
so heavij>, separation versus orje visit to the physician, 
it is eas) to see why it would be unusual for the person 
to refuse one session. Possibly, one of Ae reasons why 
this t}pe of technique rarely fails is that the chemical 
dependent) patient has not b^en pushed into a comer 
without options. The ^threat of separation Js quite 
se\ ere, cdmpared with the altemative of seeing a physi- 
cian for one \isit. Another reason for the success of 
this t)^ of approach is that, before the massive Inter- 
\ent[on, the patient v^as.able {o keep his head in the 
ground like a^ ostrich ^ ^ngry individual accusations 
about the substance abuse behavior only made the 
patient become inore defensive v^ith his denial. Now, 
his head has suddenly been plucked out of the ground 
and he is forced to look at the effpct? of his si^bstance 
abuse behavior on the people whom he Kves and on 
himscJf, thus having tcf abandon at least ^Jmall piece 
of his denial mechanism. E\ enit^fe&^tient refuses to 
ftturo to the therapist after/uie" followup session, he 
still has^Ka5^*t»^v^ up aj&g^ of his jicnial, and the 
entire family probfen cm now be Handled in a more 



realistic manner by all concerned. For added details on 
this ptocedgre and for use as ^handout for medical 
students, see appendix C. ■ * ^ 

At ^s point, it is important to teach the student^ 
about the method of Using treatment contracts with the 
patient^ Optional contracting may be utilized as one 
fojlouup of the confrontation process. During the con- 
frontation, the substance abuser qan be offered the 
choice of a visit with a^ysician for an initial inter* 
view, commitment to on%mng outpatient treatment, or 
referral to an inpatient service. In a great majority of 
^ Mie biases, the patienKill select the choice of seeiiig the 
" phtyiician for one \isit. During ih^ initial visit, con* 
{racting on disulflrain (Antabuse) can be used with the 
alcoholic patient agreeing to ta^e tKS medication if he 
drinks again, <A with the drug abuser, contracting can 
be made with a decision to enter an inpatient service 
for detoxification if he has a ''dirty urine.*' The con* 
tracting should always offer the patient a choice of 
treatment modalities, each one leading tp a more con* 
trolled treatment setting if the patient fails in the mitial 
treatment arrangement. In this manner, the patient is 
iiot b^cke:J into a corner with no way out except an 
angry ujBe of the .denial mechaJRsm. It should be 
stressed that it is h^hly unusual for the patient to to* 
tally reject the intervention confrontation^ and very 
rarely does tlje substance abus^ refuse the contracting 
options uiider these circumstances (Johnson 1973)* 



• Special Intarvention Modificatioii 
With Adolescents ' * 



As KandePi extensive evaluation, of drug use, in 
adolesceiirts (1975) has shown, there" is aj>rogressiori of 
'involi'^ment of drug use amon^ a^ole^nts v^ith legal 
drugs^^ch as ajcohof and cigarettes, leading to mari- 



juana and tficn progressing to "more illegar' drugs^ 
such as LSD and heroin. The .adolescent groyp. of 
moderate to heavy drinkers is more likely to have access 
to marijuan4^^4 group of moderate to heavy 
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''pot" smolj^ers will have more contacts with 
illegar' drug users and peddlqfs. The effect of peer 
impact in this group is immen^, far more powerfu^ 
than the effects of the therapist, the school, or, at times, 
the home environment. Therefore^ it is essential to 
havVone or two reliable, relauvely "clean" peers of the 
young subst^ce abuser available for the intervention. 
•It is also important to attempt to find one or two 
healthy adult models with whom the adolescent drug 
^abuser has a positive identification; these individuals 
may have a greater influence over the adolescent drug 




abuser than has the famil). It is also esseijtial for these 
adolescents to change thei^ peer groups aft^r the inter- 
vention treatment has been initiated. It is almost im- 
possible for them to stay free of drugs oi> alcohol if they 
r^um to their former drug-taking peers, who wijpiave 
a greater effect on the young substance abuser than the 
the therapist no matter how e^Cperienced he may be. 
Helping the youth to find and assimilate into new peer 
groups is one of the most important elements of 
therapy with jhe adolescent , , 
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Chapte^5 ; 
Treatment of Acute and Chronic Phases 
of Alcohol and Drug Abuse ^ 



.T 



he specific techniques for ' therapeutic 
agement of the^ub^tance abuse patient should 
be jtaught while the student is bein^^poseci t^ the 
diagnosis ^nd management of the ^tients on the 
wank and m the clinics; this training experience is 
jnost likely to be initiated during the junior year^ Par- 
ticipati9n in such clinical settings as the emergency 
roozn^ ^bstanoe abuse w^nls^ and psychiatry units 



helps the student ^to acquire patient experience and 
initiates- future memory associations about therapeu* 
tic management. To attempt to teach therapeutic 
management without the presence of the patient caii 
resuh in a boririg, tedious teaching demonstration that 
^will quickl) clisappear from the student's memory 
bank (Frost 1965; Foley And Smilansjj^ 1980), 



'treatment of. the Ac^^^ of 
Substantfie Abuse^ ' ' ^ '^ r . 



Alcohol or Drug Injoxigation \ 

. ' If th'e patient presents symptoms of 'slurnsd^^ch, 
ffoquaciousnesSj and cerebdlar signs, there may be a, 
natural tendency for the nhysician to attribute the 
patient's condition to alcohol or^^dnig intoxication. 
HoWevfer, neui'ologic and metabolic diseases that affect^, 

"iji^ cefeoellar pathways as well as' intoxication due to . 
medically presc^bed drugs t^n cause simitar symp- 
-toms. The medical student has to be aware that ale 
coh,ol or drug mfoxicAtion may ,be masfeing^nderly- 
'ing phy^ic&l sequelae and/pr^Jfauma secondary to 
substance abuse. There is no better way to learn mese 
|acts than participating in the jbistorical and"^ physical 
examination of this type of patiept in the emergency 
room. The medical student should learn that cig- 
arette burns, skin bruises with evidence of multiple 
trauma, child abuse, poor nutrition, acne rosacea, or 
needle marksnpiay surest the past hlstor) of substance 
abuse* The ^'live"* patient and bedside teaching have * 
greater impact on the memory traces thaif a lecture 
Or slide *demonst^tion of the physical findings. 

The student has taleam that the initial contact w2ft ^ 
the pa^nt in the emergency room Js the beginningl^f 
therapy* not just a diagnostic game^ Tbrf'^physician^s 



attitude at tT^ time of initial contact, even when the 
patient is intoxicated, ma^ be vital in determining 
whether not-ttfe patient wilt follow up ^<Mh therapy. 

''rThe teacher ^ould sti*<5^that any anger or defensi^p- 
nesson his^^art can only result in the patient's discon- 
tinuing any efforts at fottowup therapy for hifi or her 

' alcohol or drug problem. . ■ - 

fn, conscious patients, medtcal <*ser\ation and ade- 
quate ;ii^fsing c^re should be sufficient after other 
rause^ of Intoxicated^behdv lor h^\e been ruled out. The 
patient should be placed on his or her side with the 
' face down in order to avoid aspiration of \omitus. In- 
fusions should not be started unless the patient is de- 
hydrated from \oniitingfOr dlarrheft, here^the student 
^ould learn that routine use of infusions may offer 
mor^ iatrogenic risks than benefits. 1/ a previous history 
of chronic substance -abuse addiction vvith alcohol or 
seda^\e^h)pnotics ]s elicited, then adequate institutfon 
of substitute sedative therapy should be made to avoid 
the development of seyere withdrawal symptoms. 

In the more serious cases of dnfg intoxication^ when^ 
the patient is comatose or s^iceAnatose, immediate 
stepSw should be taken to sustain airway, assure a 
rrscgular respiratory rate, and maintain the circulatory 
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system. The student should be trained to manage those 
patiems who are comatose and are already showing 
impai^At of respiration on admission. Several emer- 
gency steps can be initiated while awaitihg the results 
of laboratoiy tests. In order to nrie out severe hypo- 
glycemia, 50 ml or 50 mg% glucose solution can 
giv^ inlrav^ously {ivj with 100 mg of thiamine. If 
cutaij^tous evidence of possible narcotic-use is present, 
the. administration of IV naloxone in a dosage of 0.04 
mg; repeated every 3 mintites, three or four times, ii)ay 
^ prove t<^be lifesaving in these situations and may even 
reverse ' eth^ol-induced coma as wejl as trauma- 
iAdueed ^ock (Gallant in press; Faden et al. 1981). 
Id fact, coma induced by cardiogenic as well as septic 
shock has also b^eiiJeiS5rad to respond to IV nabxone 
(Wright etal. 1980). 

^ Another emejj((^cy prtx:e9ure for the comatose pa- 
tient with^t^aited respiration is the use of edropho- 
niejjn chloft^ (Tensilon)^ which is relatively safe and 
is indicated when a history of progressive muscle weak-, 
ness anJ^tber indications of myastBenia are elicited 
from friends or family, (^^pulsory rotation of junior 
medical students for emergency room duty is essential 
for this ^ypt of learning oq^erience on how to treat 
the int<^cated ,or comatose patient 



'idiosyScratic Drug Reactions 

Unexpected behavioral cb^ges can occur while 
' anjj^lVillual is under the influence of alcohol. With 
alcohgl^ die t^rms ''alcoholic blackout^ or "pathologic 
iatoiqcation'* have been used to describe behavior 
occuning under the influence of alcohol for which the 
patifnt U amitesjc whenlh* becomes sober. The be- 
havior tuayj^routine and nonsignificant or verbally 
Sibusjve'and assaultive (Maletzky 1978). Psychotic 
reActionsL can iKCur during ^eseyt)Iackouts^ and the 
patient^ n|^y be misdiagnosed as saifzophrenic If the 



patient has a previous history of violent behavior 
during a blackout^ he is more likely to repeat this 
behavior during another bladcout 

It may quite diflicult to realize when a' patient 
is in the middle of an alcoholic blackout or another 
drug-ihduced psychotic reaction. If ^e physician 
senses that the patient is ^chibiting symptoms of a 
violent alcoholic blackout (pathologic intoxication) 
or phencyclidine reaction/ he should, regard the pa- 
tient as very dangerous and approach him as care^ 
fully as he would any patient who is totally incorl- 
petent during a violent episode. The guidelines for 
this situation (Gallant in press) are: 

1. Be extremely cautious with motor movements; do 
not lean forward or make sudden mo^ns. 

2. Nevei< disagree with die patient about anything 
> he says; an individual who is on the verge of an 

explosion can be set off by any discordance in the 
environment 

3. Use xourVojce and body movements as "therapeutic 
tooISj the voice should be calm^ with a monotone 
type of speech^ nev^r suddenly changing pitch or 
loudness. 

4. Try to initiate a personal, familiarrelationshipwith 
the use of th^ patient's ftnt name. in a cahn and 
friendly manner (realizing that only this unOsual 
type of situation requires sudh a familiar and non-' 
professional approach) . 

5. Attempt to flnd out the naines of one or two people 
that the patient feels closest to and has positive 
feelings for. Next, attempt to get the patient's per- 
mission to call the person by phone in order to bring 
someone with a positive affective charge in contact 
with the padent. The longer the conversadon pro* 
gresseSj the less chance is for violence. 
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6 Attempt to show the patient that >ou are his or her 
' ally Having the patient ^-erbalize about positive af- 
fe^ctjve relationships in the past or encouraging him 
to talk wjth'a close friend on the phone ma) help to 
» bfing the patient put of the amnesia or drug-induced 
psychotic episode by recalling familiar e\'ents. 

These steps should be Uught to all medical students at 
<he start of their ps>chiatry rotation duang the jumor 
year, 

AlcohQl and'Drug Withdrawal 

Substance abuse outpatient clinics and "social set- 
ting^' detoxtficsition units well as medical detoxifica- 
tion units should b^ available fofsEudent teaching. For 
aicohol detoxtfi^u'on^ it may be possible to manage 
approximately one-half of the paiients in a home set* 
ting if a competent co^npanion is available aiid the 
patient has no significant medical complications (Fel- 
men et al 1975). According to one of the investigators 
^th extensile expetience in nondrug detoxification 
from alcohol, fewer than JO percent of these pauents 
require a hospital setting (VVbitfield in pressj. The 
avaiUbllityof experien<;ed AA memWs canbe of great 
help to the physician in managing stressful nondrug^, 
detoxification at home or in a social setung detoxtfica- 
don unit Arrangingjor the student to participate with 
one of the experienced staff membets in helping a pa* 
tient t6 withdraw from alcohol (or other drugs) wilt 
enable the student to understand and remember the 
withdraviral process in a more thorough maimer. The 
(iescripu'on of nondnig withdraw^ including the con* 
cepts'of reassuraiKe, reaUty orientation, and respect is 
detailed in another article by Whitfield ( 1980} . Even 
when sedadve-hypnodc medicatioais a necessary com* ' 
ponent of the'^thdrawal treatment regicrien^ Whit*' 
field's environmental and psychologic appro^ can be 
of great help in reducing the dosage of drug required 
for successful detoxificau'on. In those patients under*. 



going mild to moderate withdrawal symptoms^ routine 
use of a sedative-hypnotic with along half-life may pro- 
duce accumtiladve adverse effects on coordinauon and 
interfere with the p^ent s ability to share responsibil* 
Ityfor the trcatmentpprocess (American Medical Asso- 
ciadon 1981). It appean that many physicians may 
too readily refer^ pajienis to inpatient fatties wljere 
they are automau'cally ^aced on medication regimens 
that make it more difiBcult to withdraw from the seda* 
tivfe and hypnotics that they receive in the-^bospital. 

The blood alcohol level may be tised as one of the 
guidelines for making decisions about the ncce sity of 
placing the padent in a social or hospital detfxifica- 
tion setdng. For^ example, if the blood aicohol level is 
200 mg9& ajid the patient appears to be alert and not 
too dysarthricjjndicating a high tolerance and habit- 
uation^ then tlxe physician has to be <^ guaitl about 
the possible appearance of withdrawal symptoms as 

th^ blood alcohol level decreases. 

i. 

Specific references on indications f o? nondrug versus 
drug treatment of withdrawal should be made avail- 
able to the students^ and they should be requested to 
use a scale such as the Abstinence Symptom Evalua- 
tion Scale (ASE Scale;,' described b> KnQtt and his 
coUeague^ (in press) , as an aid in learning and quan- ' 
tifying the symptoms indicative of die aeveri^V die 
withdiawal syndrome (G^ant in press) . 

For severe alcohol withdrawal symptoms or AIcch 
hbl Wididrawai Delirium as described tn DSM-III> 
either a specialized social or hospital detoxification ]^t- 
dng is indicated^ according to the severity of 'the syn- 
drome- If a padent is poor!/ nourished, having diffi- 
culty talcing foods and ^uids orally^ and has a past 
history of withdraw convulsions, then hospitaUxa- 
don and drug management would be indicated. Use 
of such s^les as die ASE Scale by die s^dent (al- 
diough diis scale is not yet standardized) enable 
him to undcntand and remember the exacerbation 
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and remission of withdraws^ sympioim. Since many of 
the severe v^thdrawal patients who are ^ously ill 
are referred to the psyc^iiatry services in large general 
hospitals, it is ef^tial fdr the faculty member teach' 
ing the course to be familiar with and be able to tn- 
£tnict the student on the medical management of this 
syndrome. 

The use of benzodiazepines^on a temporary basis may 
be of considerable help in those alcoholics v\ho have 
expenenced receni alcohol v^ithdrawal convulsions, 
since compounds such as diazepam do pcfesess specific 
anticonvulsant acti\it>^ following alcohol withdrawal in 
humans as well as in animals (Guerrero-Figueroa 
1970) . If the patient is suspected ot having moderate 
liver damage, the most appropnate^^lable benao- 
diaTepine may be oxazepam, whicn does "not reqtiire 
h>droxy]atjon by the liver and therefore ^ill not ac- 
cumftlate m the patient Other details of the inpatient 
management of this potentially dangerous medical 
problem should be presented to the student, but with 
emphasis on bedside teaching [Gallant in press) 

There arc many patients; particularly in the younger 
age group, who abuse other habituating sedative* 
hypnotics in addition to alcohol. These patients are 
more likely to have sejmres, which may appear as late 
as 7 to 12 days after cessation of the long^er-a^ting hyp- 
notics such as diazepam. The combined alcohol*bar' 
'biturate addiaed patient mgiy be even niore Ulcely to 
have seizunss during withdrawal. To calcula^the dos- 
age of medication required for withdrawing this type 
vf patient, substitutioi^ of J5 mg of phenobarbita] for 
ea^ ounce of 100*proafalco^l may be made (W^son 
and Smith 1974) . Admmistrawn of 200 mg of pento 
barbital on admmon may helpnh? physician to^deter- 
mine th^extent of the addiction, since the appearance 
of atajEia with slurred speech at this dose suggests that 
the patient is not seriously addicted. , 



.Management of the narcotic overdosages should 
always include IV naloxone as .well as jnedjcal suppoV- 
tive measures to maintain ain^^y, respiratory njovi 
ments, and circulation. As previously mentioned, naV 
loxone also has the abjlity to reverse alc^hoUindueedy 
coma* For management of the acute narcotic "with-^ 
drawal phase, methadone, a loi^er-actmg nartotic, has 
been the routine drug of choice. However, the continu* 
atioQ of methadone maintenance after the acute with- 
drawal phase is still controversial. An excellent tmbi- 
ased reference for studei^t presentation and discussion ' 
is the concise but thorough review by Gollop ( 1978) 

Rapid and relaavely comfortable opiate detoxifica- 
tion^ using a combination of clonidine and naloxone,' 
has been reported to be successful for heroin addicts as . 
well as for patients undergoing methadone detoxifica^ 
uon (Rjordan and Kieber 1980). The suppression of 
symptoms of narcotic withdrawal hy clonidine dlows 
this type t)f rapid detoxification to be accomplished^ 
during a 3- to 4-night program. The Instructor shquld 
stress that the ''alcohol'imxed-drug*' addicts as well' as 
other drug addicts (e.g., heroin or toiphetamine 
abusers) are more difBcuIt to treat as outpatients be- 
cause of the illegal sources of their drugi. Therefore, as 
described in chapter 3, hospitalization for detOKifica- 
don is almost always lequiftstfTor these patients. In ^n- 
trast to the **pure'^ alcohoUe who rarely reqtires drug 
detoodficadon on a general medical ward. 

Management of the hallucinogenic intoxification' 
cases can be presented to the medical students when 
di$pi5sing the treatment of mild to moderate alcohol 
withdfawaL Reassurance, reality orientation, and re- 
spect, as described by \^itfield (1980), ^ay help to 
decrease or eliminate the need for sedadves* Since pbe* 
nothiaaanes do reduce the seizure threshold and in ce> 
tain cases actually potentiate anticholinergic p5ych6dc 
reacty^ use of these compounds should not be rec* 
hmialKcd, For the acutely agitated, assaultive, or 



seif-mutilaiiw patient, mtra\'enotis diazepam slotLly 
adimnistered over a period of Kto 2 minutes may be 
helpuL However, the use of ite^bal caiing techniques 
should be eriipbasized. ' 

' Tables 1 through 11 summarize the ?igns, symptoms^ 
and diagnostic aids of Intoxication and withdrawal of 
alcohol, stimulants, ^alludnogemj h)pnosedatives, and 

Treatfnent of the 
Chronic Phase of 
Alcohoi^ and Drug Abuse 

Since the great" majority of the medical students 
will not be actively participating in specialized in- 
patient alcohol and drug abuse rehabilitation treats 
ment i^ts after they graduate^ there is no need to 
offer more than brief destriptions of the available ^ 
rehabilitative treatment programs in association with 
an onslte visit to such programs m the community. The 
brief explanations of the treatment programs should 
s&ess that tliere is more than one path to abstinence 
and that meprimary responsibility of a treatment pro- 
gram is toflner multiple therapeutic options to the 
patient. Brief descriptions of group therapy^ confronta- 
tion therapy, married couples dierapyj'^iofeedbad;, ^ 
and beha\ior modification techniques should be re- 
viewed and appropriate references cited fof those 
students who i^ish to pursue the subject further (Gol- 
lop 197SB, Gallant et al 1970, Watson and WooIIey^ 
Hartl980;Neubergeretal. 1980^ Agras 1972). 

As In oth^r areas' of medicine, one of the major 
teaching goals should be_to teach the student how to 
evaluate tJata in re^arch papers. When comparing re- 
ports of varying treatment succ^^« in different sub- 
stance abuse treatment prograrnsTWir^^aiiabJes of 
definition of the problem under investigation, the 



opiates. These tables can be copied and used as hand* 
cnits for the students. Some of these tables can be used 
part of the final exam at the end of the junior psy 
chiatry block. 

Toward the end of treatment of the acute phase of 
with^r^walj a good therapeutic step is to ask a mem* 
ber of^A or NA to \Isit die patient while he or she is 
still uncomfortable with the substance abuse problem. 



socioeconomic class, age, duration of illness, genetic 
background^ and marital status of the patient, as well 
as the different treatment modalities have to be con* 
sidered before crediting a specific modality with a 
higher or lower suca& rate. 

Use Of Community Resources 
(AA, Al-Anon, NA) 

Teaching the treatment of the chronic phase of sub- 
stance abuse should empliasise the necessity of out* 
patient followup after specialized rehabilitation has 
been completed." Therefojre, student exposure to such 
essential coirununtty resources as AA^ AUAnon, and 
NA should be repeated on several different occasions. 
For.example, collaboration with community medicine 
departmental seminars during the freshman year caa 
offer the opportunity of asking AA, Al*Anon, and NA 
memben to describe their activities to the students and 
in\ite them to att^d some open meetings. Again dur* 
ing *the junior psychiatry clerkship^ a special seminar 
devoted to these community resources should be con^ 
ditcted with additional invitations to attend the open 
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AA and NA meetings. Some Career Teachers in sub- 
stance abuse make attendance of, these meetings a 
mandatory requirement of the Junior block. However, 
other imtnictcn believe that students already nega- 
tively disposed to the spiritual aspects of AA*s 'Twelve 
Steps** become even more disenchanted b> the^^uire- 
ment for mandators attendance. Many large commu- 
nities have several different types of AA and NA 

rps, sudi as youth AA K^oiips, medical 'profession 
and NA groups, etc^ Since medical students can 
identify more easily v^th younger patients or with 
physicians, exposure to these tvpes of specialized groups 
may^ help the student to better identifv with these 
patients and to find the meetings more stimulating. 

When conducting the community substance abuse 
resource seminar with the studeiUs^ it is better \0 a<'oid 
the classical "drunk or drug monologue" that some of 
the participants present in a self-centered manner 
{Henry and Robinson 1978;, Mking the .^A and NA 
memben the following questions can encourage audi- 
ence participation by ^e medical students' (1) What 
areas of help can AA or NA offer to the patient, and 
ivhat areas do they consider off-limits (e g , advice on 
medication)? (21 What can AA or NA offer the 
patient that the physician^ in practice by himself, can* 
not?^d (3) What are the steps that a physician 
shouly follow to contact AA or NA when he has a 
Itg^ patient in the hospital or his ofHce^ It is not un- 
usual for most physicians to have a member of AA or 
Al-Antfn or NA as one of their patients, and the phy- 
sician should be encouraged to use such individuals as 
helpful resources. 

Special Problems of Female/Minority 
Group, and Elderly Substance Abusers 

Special treatment coniideratiom for female, elderly^ 
and minority groups should also \>e presented to the 



student during this part of the presentation. As part 
of the class seminar, the negati\e attitudes toward fe- 
male substance abusen ha\e to be explained (see An- 
notated List of Curriculum Material) . Realistic prob-' 
lems, such as female alcoholics feeling inhibited about 
speaking up at AA meetings, a fact documented in the 
literature, and feelings of alienation when confronted 
with male^ominated AA groups, should be discussed 
(Henry and Robinson 1978) . Discussions of whether or 
not "all female** AA or NA groups might^flovide a' 
more accessible entrance for help for many female sub- 
stance abusers generally leads to an interesting debate 
between the Inale and female medical students. The 
differences in judicial attitudes toward female and 
male substance abusers as well as toward minority 
groups should Be an integral part of the discussior^ 
{Praser 1976; NIDA 1979^;. The rapidly changing 
family role of the newly arrived . Spanish- speaking 
people, the changing roles of the black male and fe- 
pialeMn our society, and other recent socioeconomic 
and cultural shifts should be reviewed in relation to 
their impact on the use of chemicals to rdieve anxiety 
and depression, which is a frequent consequence of , 
rapid changes in social and economic conditions (see 
Annotated List of Curriculum Material)* The prob- 
lem of alcoholism in the elderly has become more fre- 
quent simply because of the number of people over 65 
has increased 700 percent since 1900 while the re- 
mainder of the population has increased 250 percent 
(Schuckit 1980^), 

Because of the^decrease in 1^ Jx)dy mass, hepa^c 
enzyme activity, and kidney excretion rate, people over 
63 are more likely to develop k loss of control %vith 
lower dosages of alcohol than are the younger popula- 
tion. In addition, theincreased incidence of other med^ 
ica! problems in thb a^ group, the problems of ad*^ 
justment^to retirement, and the increase in incidence 
of depression can all lead to misuse of scda^ve -hypnotic 
agents (American Medical Association 1981), 
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Use of bisuifiram 

The use of disutfiram (Antabuse) vnth alcoholics is 
^till controversial among some professionals at)d lay* 
-menj who catt it a '"crutch"* and sa^ that the patient 
should not lean on anjr medlcMlons. At the oher end 
of the continuuTTtj it Is felt that alt alcoholics should 
use disutfirant indeflnltety since this dmg is less toxic 
than alcohol, and [here Is no reason not to use It unless 
the Individual is going to drink. As has been stressed in 
this monograph, there are man) different treatment 
approaches available for subsUnce abusers, the use of 
disulfiram is one usefiil adjunct fof many of these mo- 
dalities. It may be that dlsulfiram is underused while 
some of the benzodiazepines are overo&ed in the treat* 
ment of alcohon^m. In one stud) of rehabilitation of 
noncirrhotjc 4koholic patients, orj) 9 percent received 
disulfiram. but 22 percent were administered benzodi- 
azepines (Reed and Backenlieimer i978j. In the re- 
cent literature^ a number of well-designed studl&^of 
disulflram have sHomti that the use of this medication 
as an addition to other treatment modalities helps sig- 
nificantly to increase the abstinence rate (Gerrein et al. 
1973; Fielder and Williford 1980). The value of the 
use of life-table anaMj^ tn evaluating response to treat* 
^ment over time as^mpared with response atone point 
in time should be included in the presentation of the 
subject to the studenu (Fielder and Williford 1980)/ 

In some other countries, routine use of disutfiram 
in the treatment regimen has proJuccd excellent re- 
sults (Jacobsen 1978). The compliance rate can be 
ascertained by uriift detection procedures ^'Cordis and 
Peterson 1977). It *s Important to emphasize to the stu- 
dents that the follo^^ing thfce essentials of infonned 
consent must be present before gi\ ing a patient a medi- 
cat^n Such as dlsulfiram. (1) comprehenslbility of 
uie patient, (2) a state of voluntariness, and ^3) in- 
fonnation about the major risks and b^efits. It Is par- 
tipularly Important to explain to the patient that {host 



individuals prone toward having schizophrenic or 
psycliotic; reactions are more Kkely to develop adverse 
psychologic reactions to cjisulfiram (Major et at. 1979]^. 

Disulflram can be u£ed not only for an adversivi re* 
action to drinking alcohol but also as a symbol 6f the 
patient*s commitment to treatment The student should 
learn that, in some treatment programsj disulfiram in- 
gestion by a patient can also be symbolic of his conh 
.mitment to his family. In one treatment approach^ the 
spouse is asked to participate actively in t^e treatment 
'program by administerhig disulfiram to the alcoholic* 
ThuSj the patient is taking the disulfiram in order to 
decrease the spouse's daily ant^patory ;tnxiety about 
the patient's drinking and to eliminate false accusations 
of having "sneaked a drink." Another positive approach 
15 the use tt dlsulfiram with the emphasis^at it is an 
insurance policy rather than U ^'crufd^'^fKnott et aL 
1980) . The patient's reaction to this suggestion helps to 
estimate the degree of his denial and noncompliance in 
a treatment program. 

The Goals of Controlled Drinking 

Although the efficacy of controlled drinking ther^ 
apies over a prolonged period of ticQc has not yet been 
fully demonstrated, the controversy is of such inter- 
est in the field that the student should be exposed to 
the therapeutic concepu and the data (Miller 1978; 
Pattison 1976). Criticisms of the research with con- 
trolled drinking have varied from a lack of adequat^ 
cont^l group to an inadequate duration of follomip 
(Miller 1978). In addition, Insufficient attention to 
geneti^ data and to duration of e^celpve alcdhol in- 
take have also been voiced as criticism of these stud- . 
ICS. However, the emotional criticisms by those fear- 
ful that this approach uill undermine the morale and 
success ot AA should not be allowed to interfere with 
the scientific assessment pf this behavioral treatment 
modality, ^ ' 
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Goals of Therapy 



The concept th^t abstinence is only the first step In 
treatment should be emphasized, stressing that this 
step IS necessary in order for the patients to improve 
the quality of their lives* Abstinence as the sole goal 
of treatment success will eventually lead back to alC5= ' 
hoi and /or drug use. Showing the patient how to 
enjoy life without drugs and-tojed n>rffe worthwhile 
with^ an increase bt self-esteem slwula be the ultimate 
goals of therapy. ^Vhen these go^ are attained, then 
the patient has too much to lose if he returns to alcohol 
or drug use. ^ These goals «f treatment have to be 
^ stnessed with tjie students a^-well as with the'patients. 
When teaching these goals, the undersfanding of in- 
^dividual patient assets has to be presented with the' 
realization that some patients tvilJ^have more limited 
goals ihm others (Pattison 1976). 

Predicton of attrition from treatment programs 
should also be reviewed at this time (O'Leary et al. 

Problems in Evaluating 
Success ftates of 
Substance Ab,use Programs 

Because reportmg by alcoholics has been shown to 
be untrustworthy^ any study that does not employ 
urine assays for alcohol at random intervals ha^ an ad- 
^ ditional degree of unrdlabifity (Orrego et al. 1979). 
Moreover^ many of^these studies either do not follow 
the patients for a tpng enough time or do not utilize 
re^rtaig sources (e.g.^ spouses) other than the patient 
Th|^^ the Rand Report on alcoholism and treatment 
and the comparative evaluauon of "treatment" versus 
"advice'^ by Edv^rd's group cannot be regarded aa con* 
^usive studies. (Armor et al^ 19/^8, Edwards et al. 
1977). A review of these stud'^ and their critiques 
for the medical students will ptovide the student with 
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19^9j . Depression and the patient's belief that he is in 
control of his alcohol or drug problem have high pre* 
dictor values in prophesi2ing treatment dropouts. 

The importance of the protracted withdrawal syn- 
drome with fatigue, episodes of spontaneous anxiety 
or depression, labile vitaj signs, irritability, forgetful* 
ness, periods of loss of concentration and high levels 
of distractability lasting for weeks or months after 
abstinence has been initiated- should be reviewed 
(Gallant iri press; Kissin 1979). A fully detailed ex- 
planation to the patient will help liim undentand'that 
these symptoms may be a normal part of^the with- 
drawal or recovery phase from substance abuse. This 
explanation can help the patient accommodate the 
discomfort temporarily and thus rehiain in treatment 
and maiiUain his abstinence (Gallant in press) < This 
material is best covered during the end of the junior 
block of psychiatry or during the senior year. 



the opportunity to evaluate informadon on emotional 
issues in a constructive way (Gallant 1979; Cohen 
1978). These studies also serve tb teach the student 
that alcoholism, as well as drug abuses is a heteroge- 
nous condition and may have a nunri>er of subgroulu 
that could show different treatment responses to a va- 
riety of therapeutic modalities (Gallant et al, 1973). 
.\nother lesson to be learned from a review of these 
studies is that, when expensive treatment appi^ches 
are found to be relatively inefBcacious in teims of per- 
sonnehtime^and moneyj these data should stimulate tbcf 
clinician to explore an^ evaluate new treatment pro- 
cedures. 
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TeachingTreatmentTechhi€(tjes: 
Use of Recovered Patients 



Recovery Panels 

To demonstrate treatment mSdaStics for substance^ 
abusers, the patient is an invaluable assistant teacher 
not only fof the student but for the instructor. It is not 
unusual for the patient to surprise an instructor \Ath 
an entirely unexpected interpretiS^ oWigis^artreat- 
ment technique or prograni helped him. The use, of 
recover) panels consisting of a vanef> of professional 
and nonprofessional patients^ including physicians as 
well as former "street addicts,*' enables the medical stu- 
dent to identify and develop an optimistic view of 
the treatment of tubsuhce abusers ^See Hostetler in 
part 2 of Annotated List of Cximculum Material;. 
Presenting this type of patient-fonfm an<^ encouraging 
questions frapn the audience help to make rhe teaching 
of treatment modalities much more interesting for the 
student Listening to a ph^ician-patient discuss the 
development of his or her illness and treatment experi- 
ences can be an enlightenmg teaching exercise for all 
of the participants as well as for the audience. The 
description of the techniques an^ effectiveness of thera- 
peutic coinmunities in the treatment of the "hard-core'' 
drug abuser cannot be tat^ht without a successfully 
treated resident from that commjinity participatipg in 
the panel session (Sacks andLevy 1979; Vaillant 1966; 
Bale et al. 1980). A great value of the recovery panel 
is that it can be used for Izixgt student groupi. 

Self-help Groups 

AAj Al-Anon, 'Aiateen, NA, and other self-help 
grcJups are available in almoit all communities that 
have medical schook These groups usually have hos- 
pital liaison members v^ho are experienced in present- ' 
ing their self-help approach^ to professional audi 



ences. tJse of these self-help groups serves several pur- 
poses.' Not only does It te^ch the medical student an 
alte^te or, in most cases, auxiliary treatment modal- 
ity for the substance abuser, but it also teaches the 
busy piedical practitioner "how to tap the available 
community resources for hi? or her patients. 

Student Participation m Treatment Settings 

When facilities are available, students should be 
assigned to a substance abuse treatment team for a 
period of 4 to 8 weeks or longer so that they can ao- 
lively participate in therapeutic experiences. Obvi- 
Dusly, this kind of contact can provide an invaluable 
learning experience, and the techniques learned are 
remembered for relatively longer periods of time. How- 
ever, the shortcoming of this approach is that the 
students can participe^te only in small groups, and the 
manpower required to provide this type of learning 
experience for the entire ^edical school class is far 
greater than is usually ay4i[able in any medical setttri^^ 
Conseq^uently, this type^f experience is usually ofl^ied / ^ 
as an elective for those students who have^^^pecial^^ 
interest in substance abuse* 

Although it may be impractical to use this learning 
experience for an entire medical school class, a treat- * 
men^ team from one of the ncafby substance abuse 
rehabilitation centers may be invited to the inedi^ 
school to participate in a seminar^ with an entfre class. ^ 
In this session, the/ can describe their entire treat- 
ment progra^h and use a question*and-an3wer fonim 
to allow student partipipation. 

One of the benefits resulting/rom these types of 
teaching exercises on treatment modalities *s that the ' 
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Felating Isetween the student&^and the recovered pa- 
tients, self-help groups, and treatment teams not only 
ecaljles the student to understand the substance abuser 



, and his treatment but also helps the student to under- 
stand his o\^afi feelings about th^ patients. 
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Chapter 6 

Intervention and Treatment of the 
Physician Disabled by 
Substance Abuse 



Early Symptoms of 
Substance Abuse Among 
Physicians 

The subject of substance abuse by physicians 
should be taught during the latter part of the 
psychiatry block of the junior >^ear or during the se- 
nior year, after the stud^t h familiar with the diag- 
nosis and treatment of substance abuse. 

Physicians impaired hy substance abuse may delay 
treatment c\en longer than do other substance 
, abusers^ since the doctor frequent!) has to niaintain an 
unrealistic appearance to the community. A physician ^ 
is supposed to be strong and not get sick, particularly^ 
with alcohol or drug problems. Substance abuse may 
be an even more embarrassing problem for the pby- ^ 
sician than it is for the layperson. Any one of iheml- 
lowii)g symptoms may be found in all physiciavat 
some lime, it Is the de\elopment of a cluster o^wo^ 
ihree, or four of these syTuptomt in'a physician that ^ 
should alert fellon" doctors to the possibility of a sub- 
stance abuse problem: (1) increaseddifficulty in social 
functioning with tendency lou-ard isolation; (2) de- 
crease in sense of humors' (3) immoderate use 
alcohol or mood-altering^drugs on more than one occa- 
sion; ^4) increased frictiSn with fellow physicians or 
impatienfje with nursing stafT; (5) friction with 
patients; (6) repeated mistakes in writing orders on ^ 
charts; (7) episodes of forgeifulncss concerning verbal 
or written orders; (8) inappropriate amotjnt ol time 
devoted to working?; and (9> inappropriate or exces* , 
si\^ prescribing of hvpnotks and stimulants. ^ 

It is important for a disabled doctor*s felloW ph^" 
sician to discu>>s the concern about potential drug abuse 
in a private meeting with his or her peer. Although this 
approach ma> be regarded as an intrusion on privacy 
and the doctor may become <Hluite defensive, it should 
not turn out badly if the elements of concern, a non- 



judgmental approach, and honesty accompany this 
confrontation, as described in chapter 4- If the prob- 
lem of subst^snce abuse ts not apparent to most people 
but the suspicion is a strong one, then a private one*to-* 
. One confrontation \vith the suspected phy^iciaptis indi- 
cated. It ina> v^ell be that there are other personal 
problems that are causing some of the recent changes 
in behavior. If so, a ^.oncemed approach should hQlp 
the disabled doctor see that personal problems art in- 
terfering Vfciih the practice otmedicine. If the physician 
does have a subsiance abu^c problem and becoi^ies de- 
fensive, at leait he or she ha* been momentarily forced 
to take his or h^r head out of the ground and I^ok at 
realiiy , this discussion ma> hcl{j,to decrease denial dur- 
ing subsequent confrontations if they ane necessary. 

•If several physicUns^and other staff^embers of the 
hospital are aware of ihe problem, a planned interven* 
tion with Ihe help of an experienced therapist might be 
indicated. Of course, if the substance abuse problem is 
evident to a great number of people, the family mcm- 
iJers should be contacted first, since it is essential for ^ 
them to be involved in the intervemion process along 
^wieh closest physician friends^and key hospital adminis- 
4rktive personnel. It is important to^each the medical ^ 
^tul^ent the steps in thi^pr^ess^ notpnly to prepare the 
student for future interventions^ter graduation, but 
also to help him Or her recognize and Seal with the 
possibility of^the same problen^in a i^esent classmate. 
The film, "Alcohol and Drug Abu^^mong Physi- 
cians," which is described in the Annotated List of 
Curriculum Material, show^ a physician who wishes 
that he had had intcrventJ* n many yean eptrlier that 
would have saved him and his family additional years 
of misery. 



33 



3a 



The Problem of 
Delayed Treatment of the 
Addibted Physician 

mentioned in chapter 3, the earlier the physician 
establishes a diagnosis of substance abuse, the better 
the prognosis. This statement holds true for the physi- 
cian di3g|{Jpd by substance abuse as well as for any 
patient.- Unfortunately, jt is usual {or fellow physi- 
cian^ either to avoid confrontation or to cover up the 
deAciendes of the addictpd physician until it is too 
late. The unwitting destructiveness of this of 
"enabler" should be stressed repeatedly, not only to 
the medical student but to all physicians, in our caring 
and concern for our fellow physician^ we must pnmde 
real help through a therapeutic confrontation, hot a 
cushion to lean <:^. 

If intervention in^the substance al^use problem does - 
not occur until the physician's practice has been se- 
nously hampered and he or she has been placed on 
probation, then the prognosis is truly dismal. The fol- 
lowing data should be reviewed and discussed during 
class presentations in tt^ junior year. Students should 
be given the* opportunity to offer appropriate sugges- 
tions concerning the probatioiary and treatment steps 
that should be available to a physician once the case 
is discovered and diagnosed. In one survey of 40 Ore- 
£^n physicians who had been placed on probation or' 
were under investigation for probation (Crashaw et 
al* iSflO)-, 8 had committed suicide ,3nd 2 wer^ 
recovering from serious suicide attempts within the 
13-inonth period prior to the survey. This suicide rate 
is approximately 500 times the^pected rate in physU 
ci^ns, and alcohol was main drug of abuse-in this 
pardcular, population. Monitored treatment was not a 
requirement of the probationary -process in this stti|^. 
In another study .of addicted physici^^ who had not 
yet been placed on probation (Johnson and Connelly 



1981), 64 per<;ent were sober andjcioing well. Again, 
alcohol was the ^in dru^ of abuse in 41 percent of 
the cases, and alcohol in combination with other drugs 
in 24 percent, '^he other abused drags- in this study 
were meperidipe (26 percent), pentazocine (.14 per- 
cent), barbiturates and other hypnotics (14 percent), 
and amphetamines (6 percent}. Ttie most common 
motivating factor for treatment was job-related pres- 
sure, fqltowpd by faryily pressure. In another extensive 
evaluation of ph>sicians' lives, Vaillant and his col* 
league^ (1966) found that alcohol abuse once again 
was the most prominent cause of dysfunction. These 
data emphasize the importance of teaching the student 
to attempt to reach a fellow physician early during the 
course of the substance' abuse illness. * ' 

The medical student should also learn that the rela- 
tively high incidence of substance abusp amppg U,S. 
phy^^ians Is nqj unfque* ,\mong British physicians^ the* 
Substance abuse probl^ is jus^as serious and perhaps 
has an even more pessimistic outlook becayse of less ^ 
education about substance abuse and a lack of orgj- ^ 
nized treatment efforts concerned with early intei^ 
vcntion of addicted physicians (Murray 1 976ir; Mur- 
ray 19766; Alccjiol dependent doctors 1979). In one 
survey by Murray (I976i), only 8 of 4) physicians 
were practicing medicine satisfactorily after having 
been treated for the medical and psychologic conse* 
quences of alcoholism. ^This particular pattent popuU'^ 
tion was described as having reached an advanced 
stag6"'?sr5lCDholism before receiving treatment The 
same author, in a survey of alcoholism among docton 
in Scotland, found the incidenc^jo be more than 2^^ ' 
times higher ia this group than among their nonmedi- 
cal socfoeconomic peers. However; Murray endedliis 
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survey on an optjmistic notCj stating Uiat adequate edu- 
cation a^t alcohoU^ may help to lower the inci- 
dence in physidiii^. He cited the significant decrease 
in -smokingj^d fiiejasiociated reduction of lung Cancer 



in physicians^ a decree of nearly 50 percent by 1976, 
as partially owing to the "knowledge of the association 
between bronchial carcinoma and smoking* 



SuQcessful Treatment of the 
Physiciafa With 
Substance Abuse 



DcSpite a physician^s diffi<^ty in making the transi- 
tion t6 being a patient, particularly in substance abuse 
programs^ treatment of "the ^addictecT physician, has 
been a^s^ciaied with encouraging success rates (John- 
son and Connelly I9&1 ; Goby et al, 1979^ Kliner et al^ 
1980), hi a followup (Goby et al* 1979) of 51 physi^ 
cians who .were e?q5eriendng synijjtom? severe enough 
to warrant admission to, an inpat^^' rehabilitation 
unit, two-thirds wpre totally abstinent for a mean of 
42 months/finding;s quite similar to those i^portgd by 
Johnson and Connelly (1981)^Ina l^^month f<^JloM^ , 
up (Kliner et al. ISSft) of 75 pKysiciaqs who had ljjeeii> 
treated on an<filjer alcoho^ rehabilitation unit, thtee^ , 
fourths were a^Un^t and reported improvem'ent ,in 
their professional performances, personal adjustment, 
physical healthy and 4Se]f*^mag&. In this/study^ thev.^ 
therapeutic success rate In physicians (7^^,percem) was 
higher th^.in gfifer^paj^nts who had beel^treated ; 
Jn the sam^i>rogram (61 percentV JTiis^^ype of fiu(t^ 
cess r^tg^'i^y^^nable Jhe medical student fa^vclop fih 
cptmilstic attitude aCout subslt^ce abuse tr^tment at ' 
well as increase self referrals of phy^icians^wareness 
of this relatKely Hi^h success rate may aI^).prompt 
early inter\ention and ^confrontation with the^addicte^ 
physician by fellow j^octors. The earlier the Interven* 
tion/the better the 'pnjgnosis, becauA the pa^lem is 
likiely to,ha\¥ (nore to lose ^family, hospital kffl3iation, 



medical licensure, and so forth> in the early or middle 
phase of the substance abuse proOTm. , 

A consideration of compulsory treatment of the ad- 
dicted physician and compulsory treatment of other 
types of substance abusers should be included in the 
class discussion at this time. One good question for 
group discussion £s "If substance abuse can be proved 
in the disabled physician, should compulsory treat- 
ment/then be instituted if he or sh,c refuses voluntary 
help?** Data concerning the Ne^^■ York State Medical 
Society guidelines for treatment should be introduced. 
New York^ate has two treatment tracks for the im- 
paired pliysician: a voluntary program and a com- 
pulsory^program (Ph)^icians' Committee : Special Re- 
port 1975), The voluntary systerp has no records^^has 
no statutory power, and exists to'^encourage self*refer- 
t^l by the addicted physician. Under Jthe compulsory 
system^^the disabled doctor can be suspended if he or 
she does not accept monitored therapy ^ 

Some additional opinions that should provide 
materia] for int^fesftng class djscussion.iare ^ follows. 
Any probation or medical Ulense suspension ^ the ad- 
dicted ph>3ic!an should albO Include monitored therapy 
as one of the requiren^&nt& in order to avoid the dls^ 
astrous results of the 'Qregon study (Crashaw et al* 
1980) . Comf5ul5ory treatitent may work if the coercion 



is continued long enough for the patient to work out dition, the probation or suspension of medical licensure 
^ the imti^ anger abom being forced to seek tre^^ent should be no longer thanG m^nth^ in order to a\oidan 
(Physicians' Committee. Sp^al Rt^port 1975). In ad* ^ atmosphere of indefinite waiting and hopelessness. 
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Chapter 7 ' ■ 
Diagnosis and Treatment of 
Substance-^lnddced Organic 
Mental Ptsorders 



Diagnosis of Substance- Induced 
Organic Disorders ~ 



Since the diagnosis of subsunce-Induced ^organic 
menta^ disorders implies a pessimistic prognosis^ 
it is absplutely essential to demonstrate to the medical 
stMdents that many of these patients can function quite 
adequately in their jobs despite some peonanent men* 
tal impairment. As a certain amount of medical and 
psychologic ^sophistication is requirtfd for understand- 
ing this problem, ^'this subject shbuld not be reviewed 
prior to thelmd of the junior psychiatry block or dur- 
ing t}ie senior year. Interviews with these patients^ 
should be conducted or films of interviews should^be 
presented to show the student how such patients can 
, function. For-example, an attorney .with permanent 
- alcohol^induced braijn damage may function quite well 
with the support of an alcoholism treatment program. 
He has to keep daily notes of appointment timei> phone 
calls, ^d so on^ but still retains an extensive knowledge 
• of the I&w and can handle a civil case more adequately 
than some younger lawyers who never drank. This type 
of patient is ideal ibr interviewing in front of a jtmior 
or senior class. , *^ 

The ability of alcohol to induce semipentianent or 
permanent orjBtnic mental changes in relatiwly young 
individuals has jt^een well documented (Lee et al. 
\ 1979)' The relationship betw-en total dosage of alco- 
liol and degree of cognitive deficit is deputed, although 
the mean aj^ was only 37 )'ears' in a negative study by 
Grant and his colleagues {KioM et al. 1980; Grant etal. 
1979). 

Interviews of organically impaired patients should 
demonstrate for the student the early warning signs 
of cerebral organicity. Including the pa|ients family 
in these interviews can help to elucidate the impend^ 
ing signs and sympton^s of organic mental changes^ 
present a better picture of the progress df this tlbesSj 



and" indicate the point at which' thergipeutic inter<«n' 
tion should have occurred. At times, routine psycho- 
logic testing will not' detect the early organic mental* 
changes* More discrete testing (e.g>Halstead Cate- 
gory Subtest/ will siiow impairment on the more de- 
manding testSj evei> though alcoholics who have not 
volunteered memory complaints may noFdiffor from 
controls on standanJ cliftical testing. At this time^ a 
review of an interesting paper tw Goodwin and col' 
leagues (1979)^ ''Psychiatric SyS^oms in Disliked 
Medical Patients/* is qujte relevant. This study 
showed^that a physician's dtstiHfc^f a patientmay be 
prompted by the patient*s ^inappropriate anxiety or 
hostility resulting from cerebral impairment. Of 22 
patients with lupus erythematosus^ physiSan dislike 
was significantly correlated with the patient's degree 
of organic brain damage. Being aware of these n^^ 
tive feelings and of the fact that organic brain damage 
increases the tKgative interaction may help decrease 
the physician's anger. 

The relative frequency of substance-induced brain 
damage was demonstrated in a survey of 80 randomly 
chosen^ parents with organic brain damage diagnoses 
in a Veteran^ Administration hospital fSelzer and 
Sherwin 1978). Twenty-seven jprcent of these pa- 
tients had alcohol dementia or alcohol-induced Kor* 
sakofTs and 2^ percent had AlzheimerV The student 
should be aware of the relatively high frequency of. 
alcohoMnduced organic changes and understand that 
the prognosis may be optimistic sin<^ recovery of cogni- 
tive skills has been reported with abstinence (Hester 
1979) . Organic cerebral impairment has also been ob- 
served following benzodiazepine administration^ but 
has not been reported with narcotic use (Hendler. et 
al. 1980). 
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Dementia Associated With Alcoholism ^nd 
Qther^rugs 

• • ' . ' 

The differential diagnostic problems of Alzheinicr's, 
Alcdho) Amnestic Disorder ^^KorsakofTs), and'sub- 
dur^ hematoma should be reviewed for the student. It 
shoitld be emphasized th^t, if the pati<!nt wttb alcohol 
dementia is able to maintain abstinence, itjs not uti- 
u5U£d to^e improvement bfcurring as late as 6 to 12 
monttL» after the patient has ijutiated sobriety '(Cal- 
ilant in press;. Tt^e same observations are \aljd for. the 
Alcohol Amnestic disorder (includes KonakofTs ^yn* 
di;o(me), ^vhich ts a m^re circumscdbed illness, struC' 



turall) and functionally, and less incapacitating because 
tbe remaining intellectual functions 'ar6>reiativety in* 
^ tact except for the recent meo^ory changes. 

.The student must be aware that it is essential to 
accurately recogni2e Wernicke's encephalopathy, a 
diagnosis that Is frequently made too late and con* 
fronted at autops> (Harper 1979) . One major recom- 
mendation resulting from the data of a study by 
Harper (1979), In v»hich onl> 7 of 51 patients were 
diagnosed prior to death. Is the routine use of large 
dosages of prophylactic thiamine in alcoholic patients, 
particularly those with e\idence of cerebral damage 
(Gallant in press^ Harper 1979) , . 



Jreatm0rtt pf the Organic 
Disorders-/ 



It is noteworthy that a^oximatety 35 to 58 per- 
^ celtt of ailcoholics in differem- treatment rehabiliution 
sctlings showed demonstrable neuropsychologic im- 
pXrment on the^ Halstead'Reitan Category Subtest, 
Block Deygn Test of Wechsler, and Wisconsin Scor- 
ing Te« ^ Gallant in prcss^. The degree of imppurment 
^ ,appeaf?/to be associated witli the duration of drinking 
I^toiy (Parsons 1577, Smith et al. 1973, Lusins et al. ' 

X Tlic stud^t should leam.that the help of the neuro* 
^ psychologist can be invaluable in assessing the nature 
and decree of cerebral impairment An adequate 
evaluation helps to establish realistic guidelines and 
goals for the patient, thu5 avoiding early failure in 
treatm^fit An essential part of the -treatment of the 
/organic mental disordej is helping the patient and th^ 
family to, recognize the problem and meaning of 
alcohol'induced damage. It^s important for the patient 
and the family to realize that man> of the organic 
mental changes am Mwzsiblc with time, abstinence^ 



and.good nutrition. Episodes of organic agitation can 
some^mes be modified v»ith propanol without hav- 
ing to resort to use of neuroleptics or sedati\'e anx* 
iolytics (Petrie and'S^ 1981)* Caring for the brain- 
damaged patient at home can result in psychologic and 
social problems for the family,^ group meetings with 
other such families c^n instill optimism and decrease 
feelings of Isolation. Jt Is essential to offer these familtes 
(as well as the student) an optimistic viewpoint and 
appropriate instructions on how to manage the pa^ 
tient's daiiy behavior while waiting for sortie of the , 
organic Symptoms to resolve. " "7*^' 

Brief daily training sessions that concentrate on 
\isual^motor coordination with, appropriate eye-hand 
cxercise&j attention-span sessions not lasting more than 
20 minutes, and abstract tiun]dng tasks should be con- 
ducted. These traiiung sessions should inclu^ creating 
three-dimensiOnar figures and abstracting from cate* 
gories. The use of mnemonics can be helpful for 
inemory training sessions. 
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. The medical student should leam that instruction 
about these tectuuques and teaching the dev'elopment 
of routine habits require only a minimum amount of 
time but can result In encouraging warm responses 
from the famil). The de\'eIopiiient of routine living 
habits can be quite helpful* a\%a]^e at the same time 
ever^ djL eat meals at the same time, and sta) on the 
san^^l^schedule including sleep time. In^^ddition^ 
tt^flmiefit should b^ encouraged to keep a notebook 



containing the time of appointments for fhat day» 
tin^e.for planned phone calb» time for other types of 
jocial engagements, and .work schedule. The patient 
uses these notes to compensate for the &hort*tenn mem-^ 
or) deficit, which is the major problem in most patients 
with alcohol- induced brain damage. It is essentia] to 
emphasize to the patienjt and the family di^ the prog^ 
nosis can be quite good in a significant number of 
substance*induced bi^uh*damaged cases. * 
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Chapter 8 ; 

Prevention of Substance Abuse 
Within a Community 



Teaching medical student about their future re- 
sponsibilities to the cdninunity in which the) 
vsill practice inediune is one of the nmt important 
goats of goqd medical education. No matter v^hich 
specialty of medicine they chose^ the future physicians 



Primary Prevention 

The goal^f primary preventW j& to stop the occur- 
rence of substance abuse or vhemical dependency. The 
subject of prevention mawnot be a exciting one 
fof presentation to the se^fior students^ vsho have been 
exposed to all t>pes of medical and surgical cftier- 
gencles during the first 3 years of medical school. Vet. 
the subject of pnmar> prevention is very important in 
terms of helping the most patients vsith the least cost 
in money and p^^rsonnel^ Pnniary prevention should be 
taught during the senior year, because t^c student 
needs a certain amount of didactic and experiential 
material, as well jts some degree of sophistjcation, to 
appreciate the imponanc* of this subject. Since the 
departments of psychiatry in most medical schools do 
not have compulsory clerkships during the senior year^ 
collaborative lectures v\ith departments of community 
medicine or family practice may/^ffer the best oppor- 
tunity for presentation of thi^ subject. 

Legal Approaches, 

An outstanding success in prima_r> prevention of 
substance abuse is detailed by Treffcrt and Joranson 
(1981) in a three-page report This article describes 
the process of identifying the problem^ educating the 
public (politicians, professional personnel^ and lay-, 
perK>ns; through media coverage and symposia, fol- 
||£ived by. the esubtishmcnt of restrictive guidelines for 
prescribing drugs that have the potential for abuse, 
particularly Schedule 11 dpjgs. After the Wisconsin 



\^il] be confronted again and again by substance abuse 
and its effects. The prevention of substance abuse will 
be their responsibility as physicians. Primary preven- 
tion, it should be stressed, may be more important than 
secondary or tertiary prevention. 



Medicat^xamining Board defined as unprofessional 
conduct "the prescription or dispensing of amphet- 
amines for any purpose other than five limited clinical 
indications and one research use/' the average monthly 
doses jffit by. one major distributor decr^sed from 
27,000 to TOO w-ithiml 2 months, a reduction of 97 per- 
cent. Other distributors in the State reported similar 
trends. The \)r'i5consin board did permit investigation 
of amphetamines for other purposes^ but only after 
approval of a research protocol. In association with 
this dramatic decrease in amphetamine sales^ amphet- 
amine-related arrests decreased b> 75 percent within 
the same period, without a resultant increase or diver- 
sion to Schedule III or Schedule TV stimulants, which 
can induce anorexia, 

A brief description of the failure of legalization of 
stimulant use in the '^Swedish Experiment'' pnmdes 
additional practical advice for governmental policy. 
(Hofmann 1977). Popham's excellent review (1976) 
of the effects of legal restraints and taxation on the in- 
cidence of alcoholism an^ alcohol-related morbidity 
and mortality b worthy of at least one seminar. Cook's 
survey of the effects of liquor taxes in the United 
States (in press) is another good article for presenta- 
tion at this point. This report demonstrates that in- 
creases in the tax rate on alcohol bever^iges reduce 
both alcohol- related auto fatality rates ^d ciiThosis 
mortality rates. As Wageman and Douglass have re- 
ported (1980;, the correlation between raising the le- 
gal drinking age and the reductim in alpohol-related 
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inotor v-chicle crashes shoJd be cinphasiz^. The dis- 
cussion of this e\^uation of the effects of legal dm* 
ing age upon frequency of auto accidents in Michigan 
can be accompanied b) reference to the Ontano^ Can- 
"sda^ study (Smart 1976>- Using Smart's book as a ref- 
erence. the faculty member can summarize the rela- 
tioruhip betiA^n lowering the legal drinking age and 
frequency of alcohol use b> high Fchool students, in- 
crease in percentage of arrests for drunkenness, and, 
adolescent dnnkin|;-dri\ing accidents and fatalities 
The question ''Ho^r responsible should the govern- 
ment be in setting public health policies ^legislation 
and taxation ' to protect the livQS of its citizens, pro- 
vided that the data in the cited references is valid?" 
can simulate an interesting discussion. The physician 
of the future \t'ill have to take a more actK'e commu- 
nity^ role in the area of public health as the ov-erwhelm- 
ing importance of primar\" prevention becomes increas- 
infifly recognised. 

Educationaf Approaches 

Bv the senior vear, the medtcfil student has been 
exposed to the psychologic mechanisms of, the in- 
fluence of cultural attitudes on. and the genetic predis. 
position toward substance abuW^as well as to its 
psychologic consequences. Now, a discussion of the 
physician^ responsibility for educatmt^ che community 
should be included in the substance abuse curriculum- 
The medical student has to realize that sustained public 
educational campaigns on substance abuse are required 
n order to initiate appropriate legislation. It should bfe 
uught that atcf^ol^m, like any drug of potential 
abttse, is more thah a medical problem. Ho%^'e\er, It Is 
the responsjbiliC)^^9Hhe medical profession to educate 
and help contribute to changes in legislation that vvill 

lower the;^bstance abuse morbidity and death rate, 
t 

\ 



Education about substance abuse should bepri in 
the early y^rs of grammar schol. Many of the subjects 
that children learn in school may bp 1^ itr^portant 
itian ad\ ice about drugs of misuse and ays of avoid- 
ing such drugs. 

Educational and conununity legislative efforts can 
have some impact on student j^reference for substances 
'that can be abused. Tn one study, a combination of 
expected legal sanctions and peer disapproval was a 
strong deterrent in 91 percent of the^nondrinkers of 
whom 69 peAient feared legal sanctlail^and 81 percent 
feared peer dis^pproj^al (Burkett and Carrithers 
1980). ^ 

Continued approaches to the media for help in ad- 
^-ercising ne^- side effects or toxicity data about abtise 
of specific substances can help keep the public a^'are of 
new developments and, in a fe^' cases, may help to 
penetrate the denial mechanism of substance abuser? 
and to deter naive tiser?- The <;ombined effects of 
smoking and drinking on perinatal morbidity and mor. 
taltty and in inducing sperm abnormalities should be 
widely publicized (Fabre and Jolette 1980; Evans et 
ak 1981). Misleading information about advertised 
decreases in tar and nicotine le^ls of cigarettes should 
be corrected by public education efforts directed par- 
ticularly towan) the adolescent population (Kodow- 
ski et ak 1980). Occasional group dlsctissions about the 
"legal drugs" conducted in high school settings by phy- 
sicians caji be interesting for the doctor as well as for 
the children. 

In community medicine, a presentation of hov^ 
smoking can effect the carbon monoxide le\el 9^ near- 
by nonsmokers and the rights of nonsmoker? In social 
ciaumstances can .lead to stimulating discussions ^'Koz- 
Jov^ski 19fi0y. During this discussion, the effects of 
other socially accopuble ''benign" drugs, such as caf- 
feine, should also be reviewed (Wliite et al- 1980). 





Secondary Prevention 

Medical Aspects 

The primary emphasis of secondary prevention of 
substance abuse is earl> casefindlng. As detailed Jn 
chapter 3, the student should learn the early symptoms 
and signs of substance abuse. The articles by Dubach 
and Schneider :i980:, Morse andjfeest ;i979;, and 
Israel and colleagues (1980'^ and appendices Aj B, and ' 
C provide useful resource material for detecting* the 
early phases of substance abuse. If the physician \s 
alert to the early signs and symptoms, he or may 
hav'e the opportunity to interx'ene while the patient'^ 
social support system is still intact The students should 
be encourageci to routinely use screening question- 
naires, such as the questions in appendix B-i or the 
MAST in appendix B-2, when they are wor^ng in 
hospital emerjjency rooms or in outpatient clintcsV^ 

The consideration of family problems that result 
from substance abuse should emphasize the likelihood 
of the presence of substance abuse in families vdth a 
history of child abuse, spouse battering, or other types 
of extreme violence (Baehling 1979; Ala^olism cited 
in domestic violence cases 1980; Gershon.1978; John* 
son et al, 1978). Future primary care physicians^ such 
as pediatricians^ family practitioners, and obstetricians, 
have to learn that Ixeatment only ofthe end result of a 
substdnce abuse problem ;c.g., medical management 
of a battered child or spouse) is totally inadequate 
Identification of the offender and assurance that this 
person receiv'es followup treatment in order to avoid . 
future \*iolent qccurr^nces is the moral responsibility 
of the physician. The student must learn this attitude 
and ethical concept before graduation from njedical 
^scbooJ, ^ 

Data such as that published by Rosett and his col* 
leagues { 1980/ reinforce the importan^^ of secondary* 
prevention or earl) casefinding. As a consequence of 



significantly reducing the alcohol intake in 25 preg*^ 
nant women who drank heavily, there ^^as less growth 
reurdatjon among their offspring at birth than among 
the offspring of 44* women who continued to drink 
heavily. Thui, early casefinding in pregnant alcoholic 
women can serve as primary prevention for low infant 
birth weight and possible subsequent impaired motor 
apd mental development ^Streissgut^et al. 1980). 

Routine screenings for alcoholism in emergency 
rooms will reach a significant number of alcoholic pa* 
tients who present with other complaints: 63 percent 
with trauma and 23 pe^eiit with vague neuropsychi- * 
atric complaints in onesmdy (Rund et al. 1981?- The 
student should be constantly aware of^lhe substance ^ 
abuse problem if he or she is to later determine an 
adetjuate treatment follomip strategy for every patient 
seen in tHe emergency room or clinic 

Secondary prevention is also importapLfor the geri* 
atric population. In this patient grot£^ certain signs 
and symptoms such as repeated falls^ episodic confu* 
sion» and self^neglect may be indicators oY underlying 
drinking problems. It is not unusual for some patients 
to start abusing alcohol late in life (Wattis 1981)* In 
some cases, dose relatives who abuse alobhol them* 
selves may be enabling the elderly patient to drink. 

At theother end of the duonolp^taJ continuum, the 
incidence of alcohol abuse and misuse appears to be in- 
creasing among the young. The Adolescent Alcohol 
Involvement Scale ( AAlS)-is a practical leamliig tool 
. for the medical student to use in defining alcohol mis* ^ 
use. and ^lcoholism*like illnesses in the adolescent 
population \Mayer and Filst&ad 1979). This scale can 
also be an evaluation tool for future pediatricians or 
physicians interested in adolescent medicine, since the 
scale can measure the degree of alcohol misuse in a 
community £chtx>t. In association ^ith this scale. 
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Kandel's study on the s'tagcs of afiolescent drug use 
(1975) may help the community^oriented physician to 
predia the degree of drug misuse or iJI^^ drug use in 
the local high school population. The tremendous in- 
fluence of adolescent peer relationships on drug use is 
stressed in the latter article. Another interesting refer- 
ence article for class discussion is 'T)rugs and the Class 
of 78'^ (Johnston etal. 1980;. This extensive review of 
substance abuseJn 125 public and private schools 
shows the degree of drug use and indicates the impor- 
tance of peer impact upon the adolescent's decision 
whether or not to use substances of abuse. In alt of 
these cases of adolescent drug iise, secondary preven- 
tion has to be concerned with early identification of the 
problems; education of the parents/peen^ and school 
system; and the need to have available abstinent peer 
groups for the drug abuser to turn to when asked to 
give up former *'dnig-takin^' friends. 

It is also important for the physician to be aware 
that some patient populations may have ^ high per- 
centage of substance abusers^ thus, a higher inde>L^ 
suspkion' for the problem should be present when 
treating such populations. For example, even after con- 
trolling for sex^ age, income^ education, and marital 
status^ veterans o\er35 years of age \vho were less edu- 
cated and had a lower Incidence of marriage sho\«ed 
a significantly higher prevalence of alcohol abuse than 
nonvetcrans from similar backgrounds (Boscarino 
1979). This is valuable information for the medical 
student, particularly those \vho may be entering the 
armed services or planning postgraduate training in \ 
Veterans Administration hospitals. 



Tertiary Prevention 



Legal Aspects 

Screening the driving records of per^ns convicted 
of driving while intoxicated (DWI) is one legal ap- 
proach for detecting earty cases of .alcohol and drug 
abuse and preventing future problems (Maisto et al 
1979) . These^^hpje data, which are av^lable in most 
communities^ can have important therapeutic impli- 
cations in regard to early prevention. The average 
timespan betw^n ^WI <tonvictions progressively <ie- 
creases \vith each conviction* increasing the likelihood 
of a disastrous car accident (Maisto, et al. 1979). 
Compulsory treatment of such trafSc violaton may 
be helpful in some cases^ if the duration of sentence 
is long enough to work out the subject^ initial anger ' 
t)ver being forced to accept therapy and if the court 
sentence provides hanh penalties for noncompliance 
(Gallant et al. 1968; Inge 1979). Screening question- 
naires and tests (described in chapters 2 and 3) are 
available for ttse in courts and related social agencies^ 
such as probation units (HolTman et al. 1^74, Gold- 
stein and Sapping;ton 1977, Dubach and Schneider 
1980, Morse and Heest 1979, Woodruff et al. 1976). 
These screening efforts could also be utilized in child 
abuse cases^ spouse beatings^ and other possible court- 
related substance abuse problems. This type^of earl> 
casefinding \vithin the legal system' can be <piite pro- 
ductive, since it is likely that the court \vill have the 
leg^ power to incorporate treatment into its recom* . 
mendations. A visit b) the senior student group to one 
of the municipal night courts ^iH provide an excellent 
teamir^ experience about the impact ^f alcohol ^nd 
drug abuse on the legal system. 



Tertiary prevention refers to treatment and re- abuse complications. This subject has been covered v 
habilitatlon of patients seeking help for substance m chapters 3^ 4, 5, and 7. ' 
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♦'Appendix A 

)f the Health Prof eseion 




Tno&e physicians .whd become ^jiousI> itl^ or die 
pren^turely \froin such^ dborders as «uicid^/-; 
^ h)'pertensionj canter, co^onaiy ocplusionj and mental 
illness have h^d significantly difTerent^T^rsonaUty 
char^ctfiristits*n youth from thtir iieaUhy "classmates. 
* (see Manber 1979 in References). If a ipil&dical student 
^ ^f?*resident has two ofTnore of the foj^loiving symptorpsj 
then he/she should be awai^ ot'fiiture susceptibility 
to substance misuse impairrbent. * 

For medical student^. Failure jn an^ area 6t mdical 
education;>difficulty-in social functioning; faildre to 
finJhumor in one's role as a medical student; regutiar 
use of mood^alt^ring drugs, lijnmoderate us£r of alco- 
hol, famll) histor> of alcoholism, ir^gular or incon- 
sistejit class attendance or gnadcs, f?ittion with a pro- 
fessor. 

, FoT residents: Repeated intellectual errors j numerous 
mistakes in^vTiting charts and so oft, friction with per- 
" sonnel or patients^ inappropriate .amount of time de* 
votejl to sivjdiesj v^ork, or socializing, unusual social or 
financial p^blems, more than one change of career 
choice during a.3-ye^r i^idencj-, avoijJance of private 
practice experience^ avpidaijte of. thorough tiaining 
m the intended area of speualization , avoidance of a 
particular aVea of training dunn^ the internship or 



resident.) J. more than ait otcasipnal use of alcohol or ^ 
- mood^iilteriog drugs. 

, There are many theoretical explanations for the high 
incidence of enjotional disorders among ^hysif^ans, 
-One concept is that many perron* who choo^mediune * 
as^ a career are achievement- and endurance-oriented 
but may have relatively jittle*spontaneous creativity or 
Scxibility, Thus^ tim 4ype of, individual may be ivell * 
rewarded in niedical sdiool bu^ quite imstrated^n Ae* 
unstructured world pf clinical medicine, mth^ resultant \ 
difticuTtief in coping, ^' * \ 

To decrease these problems^ it is recommendedli^t 
' medical schools as w^tl as continuing education pro* 
grams emphasize the dangers or^^dfug and al&hol ■ - 
abj^scj tKe destructivp i^ure oX^verworkj the n'^^d^^ 
'for continuing self-inspection amd self-awareness, the 
importance of developing interests outside medicine^ 
and the need to de\t»te a considerable amount of time 
to /ami|y life. It h important to note thaf physicians' 
own estimates of their problem with drugs and alcohol 
are much^low^r thaA those dev^bped through inde- 
pendent re^earchf As many as 6 to 8 percent of all 
physiaat\;s will ha\^ a drinking problem at sometime in ' 
their liveSj and about Vor 2 percent of all [lAiysicians 
will abuse drxjp, t *' 
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'Appendix B-li^ . 
Diagnostic Questidn$f or Early 
or Advanced Alcohoiism 



Self-examination^ should be part of the drinlijnf 
person^s routine^ and eveiy effort should be made 
to be ^ candid with on^elf as posstbte. Examples of 
questions that could be indicative of a pre-alcoholic 
situation are: 

1/Qd I get drunk when i intended to stay 
mer? 

■ This question speaks to early loss of control over 
one's drinking. The inability to stopj once drinking^ 
has commenced^ is an ominou3r*iiig|L£i!#n an occa- 
sional t05S of control may he a warnhfg\ttf0aL 

2. When things get rou^, do I need a drink . 

■ or two to quiet my newes? 

Using alcohol as z tranquilizer can b^recarious he- 
cause the dose is difficult to adjust, and no other' 
person is supervising the medication. 



lOS^I; 



5, Is it not possible for me to stop drinking^ 
for a month or more? ^ 

■ ' 

Resolving to stop and not being able to carry it off 
would indicate a definite psychological or phys* 
ical dependence and reflects a serious future out^ 
look. Being able to stop is encouraging^ *but does not 
eliminate the possibility of binge or ^ther typ^ of 
destructive drinking. It^ not being able to stop t(iat 
is indicative of a dangerous situation. 



. Do I sometimes not remember what 
happened during a drinking episode? 

Blackouts due to alcohol consist of variable periods 
of amnesia for what happened jdu ring the drinking 
bout. They are to be differentiated from passing out 
into unconsciousness^ which h theend state of intox* 
ication. Blackouts strongly suggest die problem of 
alcoholism. Passing out is an unfavorable sign^V^ 



. Do other peo^te say I'm drinking Joo^ 
much? . 

If the negative effects of drinking arc e^ident^to 
more/' — . ■ 




numc 
is exceec 

listen Xo such commeniSj rem^ml^ring that most^ 
people are usually reluctant to talk about the dnnk* . 
ing troubles of their friends and relatives. 



^ Has a doctor ever said that my drinking 
' was impairing my health? - 

By the time a medical examination reveals abnor^ 
rnalities attributable t<f alcohol, it is dear that con- 
tinuing to drink as previously will seriously damage 
one's health* Abnomialities of amino acid ratios^ 
plasma lipoproteins, or hepatic enzymes are sigiials 
that toamuch ethanol is being in^ted for the liver 
to cope with. ' " " , * 



4. Have 1 ever had a "DWI" (drivirf^ whiler-^- 
intoxicated) charge? 

Being arrested even once means that bhe h^ a 50 
percent chance of already ha\ing a drinking prob* 
lem. 



Do I take a few drinks before going, to a 
social gathering in case there won^t be 
muqjft to drink? \ 

Assuring oneself of,^ sufficient supply of alcohoT, 
just ii^fftase^'is evldcnce*6f an unhealthy preoccupa* 
tion with such beverages and-speaks for a need to feel 
'loaded'* on social occasions and of the presence of 
a driifking problem. * 



\ 



9* Am I impatient while awaiting my drink to 
be served? 

The urg^C) to obtain a drmk^fjiellects a craving. 
Gulping drinks is another si^ of overinvoKement 
with alcohol. 



10: JHavet^tried to cut down but failed? 

As with the inability<£o^top drinki^for period^ of 
* timcj the inability to cut down is a uaming that de- 
pendence is present or impending. Cuttingtdoim 
suceessfully but eventually sHppipg back up it an- 
other sign of possible future trou'ble. 

11. Do! have to have a cirink in the 
morning because I feel queasy or have 
the shakes? 

The relief obtained from a drink after arising is ap- 
parently the relief of early^ mild withdrawal symp- 
toms. Therefore, a degree of physical depend^ce is 
already present, and this symptom suggests that 
alcoholism is now a severe problem. 



12. Can I hold my liquor better than other 
people? 

Being able to hojd one's liquor is nol necessarily 
evidence of majiJiness or freedom from complica* 
tions of drinj^hig. It may indicate the development 
of tolerance due to the persistent cdhsumption of 
lar^ quantities. Although' social disabilities may be 
^ avoided by holding one^s liquor^ physical impair- 
ment due to the amount consumed is inevitable. 



13. Have many members of my family 
been alcoholics? 

There seelns to be a genetic component to some in* 
stance^ of alcoholism. People uhose parents or 
siblings had serious problems with alcohol f^ave 
reason to be extra careful of drinking habits. 



The 13 indicati%ies mentioned above are early or 
someuhat advanced signs of alcoholism. The) should 
be assessed seriomjy by die individuantacemed or by 
the health professional who is cvaluatin^im or her.* 
The recognition that a threat to one's future exists is 
a first step. The second step is taking r^listic action on 
the ba^is of the threat. The third step is sustainiri^ the 
"new behavior. These steps are^the critical blocks to 
altering the course of destructive drinking: refusal tp 
accept the information^ refusal to do anything about ;t^ 
and refusal to maintain a corrective c^rse of action. 

If any 2 of these ^vindicators aro presentj the pro- 
blem drinker and the family should seek immediate 
help and guidance frftm AA and AI-Anon as >ve31 as 
the nearest available alcoholism treatment dinic. ' 
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Appendix B-2 

MichTgan Alcohol Scrdening Test (ItAST) 



Points Questions ^ 

(0) . M. Do yotj enjoy a drink now andJhen? j 
[2) ■ 2."f)o you feet you are aj^(6ma\ drinker^ ^ 

(2) 3. Have yoy ever.awakened tlie morning after some dririkjrig the night befora 
and found thaf /ou could not remember a p^rt of the evep^ing before? 

.(1 ) ^ 4. Does your spouse (or parents) ever worry or complain about your drinking? , 

(2) 5. Can you stop drinkmg wittiout a struggle after, one of. two drinks?* 

1^ "TSTT^io you ev^r feel bad about your drinking? - ^ ^ ' ^ 

/'7, Do frien^ and relatives Jhink you are ^pormal drinker?*. ' • ' .\ 

. (0) . 3. Do you $ver try to limit your dnnking to certain. thn'es of the day or to certain 
. . .■ 'places? , ■ . ' ^ , 

, (2) -^"Z 9/ Are you always able to stop drinking when you want to?* ' 

■ 5t{4j' 1^,^ye you ever attended a meeting of Alcoholics Anonymous (AA)? 

.0)^t.-.Hav€J'.you gotten into fights when drinking/ ' ' , , ' 

12! Ha$ ^f>king ever created problems with you and your spouse? .* ^ 

\ 12) T^..Has your ^ouse (or other family member) everyone to anyone Jor help apbut 
:' ' ■ ; ■-. your drinkingf? > ■» . ' ■ , .• 

' |2) T^f>jyawfe yo'ujpver lost fnends or girl/boy friends because of drijiking^ ^ 

, (2) t,5. l-ra5e ypu ever gotten into trouble, at w.ork because of drinking? 

(2) . 1 6. -HaTfyou" etfeV lo?t.a job because of drinking? V ' * . . . ♦ ■ 

' , (^) t7.. Have you ever neglected'yaur obligations^jcjur family, or your, work ti^r 2 or 
■ /-■ ^ ■'mor^ days t>6cause you were drinking? j . . ' 

(i>, tj^yOo'ybu ever drfnli before noon*?* . \ . • 

(2) 'l9.;,Have you iever' been told you have tiver trouble? Cirrhpsis?-\ 

(2J 20. Haye^Du ever had delirium tremens {pTs)jt,savere shaking, neard voices or 

■ ' : . sedn It^ngs ^^at weren't there after heavy drinking?. j ' \ 

'. i4) 21., Have you ever gone to anyone for help aboufyour drinking? 
{4) H^^ou* ev^r iseen In a ho^itaTBfecause-of drinking? ^ ^ 




Points- - ■ Questions 

(0) [ 23. (a). Have you ever been a patient in a psyciiiatric iiospitat or on a psyciiiatric 
^ ' / / Ward of a general hospital? 

X(2) (b) Was drinking part of the probterh that resulted in hospitalization? 

(D) 24. (a) Have you ever been seen at a psychiatric or mental health citntc, or .gone to 
any doctor, social worker, or clergyman for help with an emotional problem? 

iX(2) (b) .Was drinking part of the problem? 

, ^ (2) 25. Have you ever been arrested, even for a few hpJI; be<;aiJS&of drunk V 
^ behavior? ^ ■ / * ; ' / ■ 



X 

:■/■ 



(2) 26. H^ve you ever been arrested for drunk drivingafter drinking? ^ , 

^ /-'^s^ . ' J '■ • v'-' 'I 

1 



•Negative response are "alcoholic"^ rcfponsts. 



A total of 4 or more points is presumptive evidence However, a positive response ix> 10, J!3i or 2f wmll<jbe^ " \ 
ol alcoholism^ while a 3*point total would make it ex* ^ diagnostic, a positive response ttidifUktes $lc<^oitsni ^j" " ' 
tremely unlikely that tlie individual not aicoltolic. 0'* " ; ■ '/ ■ ? 



'^i ■ ' ■.: 
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^ : Table 1. Checklist: ASummaryof the Interview 
S - Behavior 



Behavioi^ \ \. 
Yes No 

friendly 
Intoxicated 
riypcraciivc 
,,, Inactive 
~1 Alert 

InUiat<;3 conversation 
,,, Nervous 

Manipu{ati\^ 

■ Seductive 

. Directs the interview 
Evasive 
^ -/r.r Suspicious 
, Believable 
. Cboperativc 
-p,™ Behavior appropriate to interview 
situatioa • * " 



" Thought disorder: 
' YeV No 



, ^" ' ' 



— Does he/she make sense? 
Is he/she thinking straight? 

C^n you follow him/her? 

Docs hc/sKc answer questions 

appropriately? 

Is the patient scared? ' 
-— . Docs he/she scare you? 



Sensorium orientation; Is the patient 
oriented tor* 



Yes 



Time? 

Place? ■ 

_^ Person? 

Situation? 



*If all, oc 3X^no9t almost a^, anjw^n are ''no/* then fmhcr 
fttyctiolDgical Evaluation may be indicated* 
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Table 2. Cutaneous Signs of Alcohol and Drug Abgse 

Direct Sequelae ' Indirect Sequelae 



Local 


Systemic 


Other stigmata 


Medical problems . 


Abscess » 

Infection 
Sphacclodcrma 


Fixed dnia 
eruption 

Eyelid edema 

Urticaria ' 

Purpura 

Pruritus 


Hxroriation^ _ « 

Acne epccoriee 

S^lf^induced 
tattoos 

Wrist scars 

Tourniquet 
pigmentation 


\ Ja'undice 

Pign*ntary problems 
^ Pseud^ acanthosis nigricans 
Bullous inip^tigo 
Chtilitis 

Contact dormatitis 


Hand edema 






agarcnc burns 


Thrombophlebitis 






Pental di^rdcrs 


Camptodactyly 




• 

V 




Shooting tattoo 






f 


Bullae 








Perforated septum 








Acne rosacea 






\ 


^ Spider nevi 








Palmar erythema 








Porphyria cutaneous lawia 









Table 3. Stimulant Intoxication and Overdose 

N Signs, Symptoms, and Diagnostic Aids 



Signs % 



'Most common: 

Tachycardia 
Hyperpyrexia 
Diaphoresis 
Dilated pupils 
I jHypertcnsion 
Dry mouth 
Tremor 
Hyperactivity 

^ In higher doses: 

Delirium ^ 
S^urcs foHovt'ed by tdma 
Hyperactivity t 



Symptoms 



Diagnostic Aids 



Most common: 

Anorexia 
Euphoria 
Irritability 
Manic affect 
^ Paresthesia 
ResUessness 
Insomnia 
Labile afTcct 

In highef doses orafter 
prolonged use: 

' Auditory^ visual^ and sometimes 
tactile h!&IIucinattons 

Paranoid tdeatton or psychosis 

Stereotyped activity 



Blood or urine levels of amphei. 
amine or cocaine 



r 
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Table 4. Stimulant Withdrawal 

Signs, Symptoms, and Diagnostic Aids 



Signs k ^ 



f^c homo tor retardation 
Nasal congestion ^ 



Symptome 



General fatigue 

Apathy 

Agitation 

Depression^ 

Generalized aches 

Hypcrphagia 

Hyin&rsomnia 



Diagnostic Aids 



Abnormal sleep EEG| 

Urine screen for cocaiift or 
amphetamines 

Dcpression scales 



' la withdrawal from cocaine when taken by imuflfation 
^ (monujg). 

^ Because these syniploms aUa may be present in primary 
depression, careful clinical evaluation of the ptfychopaibotcfic 
condition presentbeforetheibc of itiniulanU is important' 
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Table 5« Hallucinogen Intoxication 

Signs, Symptoms, and Diagnostic Aids 



Signs 



Symptoms 



^ Diagnostic Aids ' 



Dilated pupils 

Hypertension 
Hyperrcflcxia 
Tremor * 
Hyperpyrexia 
Tachycardia 
Facial flush 

Conjunctival injection (marijuana) 

In higher doses: 

Toxic psychosis 
Seizures (rare) 
Deperson aliza don 
Pafanoid ideation 



Low to moderate doses: 

Anxiety 

Visual distortions ' * 
Hallucinations 
CKailges In^^btScly image 
Labile affect 
Paresthesia 
Synesthesias * 
Timcp^pace distortions 
gambling speech 
Easy suggcstibilit)^ 
Anorexia ^ 



In higher doses; 

Acute panic reactions^ 
(not necessarily dose 
related) 



Ntfne is "widely available. Some lab- 
oratories can do urinevor blood levels. 
GC with a nitrogen detJctor or GCr-MS 
instruments are required for those drugs 
that can produce behavioral ^changes 
at btood levels less than 100 ng/ml. 



Y 



>The patient maycorapJain of "fee^g toundt" or "bearing colcn.'* 
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Table 6. Phencyclidine (f CP, Angeldust) 
Intoxication and Over({ose 

Signs, Symptoms, and Diagnostic Aids 



Signs 



■ Symptoms 



Diagnostic Aids 



Low doses: 

. Dysarthria 
Horizontai and vertical nystagmus 
Gait atasga: 
Tachycardia 

Increased deep tendon reflexes 

Higher doses and overdose: 

Blank stare 

Facia} grimaces * 

Hypertension 

Mu^e rigidity, spa^ 

^ Seizures 

**Eycs open"" coma^ levels con- 
sciousness may fluctuate 

Drooling 



Low to moderate doses: 

Hypcracusis 

\ 

A floating feeling 
^Aggressiveness 
Euphoria 
Analgesia 
Body distortions 
Nausea 

Feelings of great strength 
Amnesia 



Higher doses: 

inability to speak^ 
Labile afTecf 
Vomiting 



\ 



Psychotic reactions, de* 
Jirium, sclmophrenifoQn 
^psychosis 

Paranoid delusions 



Blood and urine levels of phencyclidine. 
Either GC apparattis^with a nitrogen 
detector or GC-MS is required for 
detection of blood or urine levels in the 
law nanogram range. Otherwise, false 
laboratory negatives ^ten confuse the 
diagnosis. Test may be positive for a 
week after the last dose. 



.0 



Hallucinations 



\ 



Table 7. Hypnosedative Intoxication and Overdose 

Signs, Symptoms, and Diagnostic Aids 



Signs 



Symptoms 



Diagnostic Aids: 



Low doses: * . 

Horizontal and, less frequently, 
^Trtical nystagmus 

Dysarthria 

Ataxia 

Depressed respiratory rate * 
Hypotffnaon 

Depressed deep tendon rel^x& 
Stupor * * J 

Hypotonia 



Dysmetria * 

Higher'd)5sesand overdoses: 

Coma ^ 



Low doses: 

'Dizziness 

Paradoxical excitement 
or violence 

Confusion 

Lethargy^ drowsiness 
Clumsiness 

Higher doses: 

Irritability 
General sluggishness 
Inability to concentrate 



ofic 



Blood or urine levels of -depressant drugs 
EEC- nonspecific depressant effect 



^ 



Shock , 

Respiratory arrest ^ 

Pupils ir^y be tlightly constricted' 
or unchanged 



for^Jut«thiroid«(Doride0; 




), whicianu 



may present with dilated puptb or anuocoda. 
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Table 8. HypnosedativeWithdrawaP 

Signs, Symptoms, and DiagnosticfAids 



Signs 



Symptoms 

— 



Diagnostic Aids 



Most common: 

Fever 

Postural hypotension 
Diaphoresis 
Trmors . , 
Flushed face 
Delirium 

in severe cases: 

Seizures, 




Most common: 

Anxiety 

Abnotninal cramps 

Anorexia 

Irritability 

Sleeplessness 

Nightmares 

In severe cases: 

Gross oonf uMon 

Hallucinations 

Shock 



EEG showing bursts of spiked high ampli' 
tude slow waves in nonepiIepti£S ^ 



' Once pbytiud depen<lence bacbiiurat«» is oubli^hcdt 
abruptly ttopptug liie dcvg produM d witbdiAwal syndrome 
nouUf to those for dll t>arbiturate» and sedative-bypTiotks. 
The term depreoant withdtawal syndtomc" i».ihu» preferred 
by foroe authon. The seventy of withdtawal depend) on the 
amount and pattern of use and the individual physiological 
differences of the uset. DurauoB uf ume between <^auon of 



deptesuTii fTiedivauori and appeal anv« of wuhdiawal syfTiptoim 
»s related thehalM^feof ^he drug. ,Mi^huI-reUied v^t^dtav^al 
symptufTiS usually appeal during the first 2 day» aftei nith* 
diawal, b^i benzodiazepine wiihdtawal fyjppt^iTiS may not 
develop until 5 to 7 days aftei mpd^cauoQ U discontinued. 

^The ££C is of Untlted diafnostlc value within 2 weeks 
after seicure activity oc during dryg intoxication. 
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Tablets. Opiate Intoxication and Overdose 

' Signs, Symptoms, and Diagnostic Aids 



Signs 



Symptoms 



Diagnostic Aids 



) 



Most common: • 

Miosis' 

Higher doses: 

, Nodding* 
Hypotension 
Hypothcnnia 
if^pyessed respirations 
Shock 

r 

Needle marks^ t^cks 

Cyanosis 

Tachycardia 

Overdoses: 

■ Pulmonary edema 

Coma 
* Apno 




Low doses: 

Euphoria 
Floating feeling 
Sleepiness 
^ ' Anxiety 



^ WithWpeddine (Denterot) the pupUs acuy jometim«3 be dilated. 
^ Tbe hlad faUiio ch«»t and jcrk5 back jeverai times ea^ 



^ Naloxone (Narcan) reverses signs and 
symptoms of overdose and intoxication 

Blood or urine lefeb of opiates 



ERIC 
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Table 10. Opiate Withdrawal ; ' 

. ',Signs4(j|ymptoms, and Diagnostic Aids 
■ Signs Symptoms'' } . DIagnostie-Aids 



Mild withdrawal: - 

Yawning . 
' Dilated pupils 

In more severe ca§e&: 

V* Vomiting 

diarrhea ' / 

.Piloei*ctiop^ (gdiascflcshj 

Lacrimation 



Nausea, anorexia 
Anxiety ^ 



Signs and symptoms arc prcdpiuted or 
intensified bf naloxone (Narc$n) in- 
jection 



Itisomnia (except for REM Urine tests for x^piates pr quinine; 
deep) ■ frhich*may i?e preset 24 to 48 hours 



Abdominal cramps-" 

Paki in muscles and bones 

spasms (Jcicking the 
habit) 



'after lastdpsc 



/ habi 



IrrkabiJity 
Restlessne^ 



pravlng^fp^ opiatjjf 
Etev^don in puls« rate* and blood r 
pr^yss^' , . SpQtitaneous ejaculation 



-XL 



'liSyinptoins uiuaily, begin 6 to 12 }«iufi after last use aiid mild, with orwct 6k to J2 hoors folWing lait dow Howcyen 

eaA iHst 72 hours or longer dcpcndiog on ihc dur^uon^^f v^ithdrdwal ct>nvulsion/ h^ve been reported to ocTuf itl mot? 

aeij^ of ihc drug used. Methadone v^iihdtdv^at s^^mptonts severe caseattj^arvon withdrawal. Certm^ symptoms can laii 

dfvetbp \i ^to 24 hours after *lasi^dosc and are generally less f^r several mony^ ^d arc polled the *'prou&'ted^ abstiiirnee 

irxtelisc b^t tntore^prdtanged. "Withdr^iv^U from Dftrvdn is 4kyndrome/'' ' h * * 
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Table 11. Drug Signs and ^ynfiptofns^jCont^ 
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'Petirium 



Depressed mood 



Diarrhea 
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^Dizziness 
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'overdose 



Anhcytated List of . 
CiH-^cuIum Material 



ThU ann^Jjitsd Ibt of 6^mc1^Ill^}^^teIenaI is ijot 
iii^ended to dc ccmprehemive^ or ewi adequate 
ior the ps)xhiatrv facfilty member SrKo is tilling 

• Pail 1 ^ ' 
Instruc^orfel, Books on 
TeaqhiiTg^echniques, 

POLEY^ R."^^ ^d/sMii-ANSKY, j./Teachm'g Xech' 
nmuesi AMandbQoK fo7 Health pTofessiondh. 
New Yo^; McGraw-HiJl B<Jok Co., 1980. 171 
pp. "OiTflrs excellent-advice on ho\%^ to prepare 
the mtfdduai0f^ consent, and summary of a 
^-4eayi^ as as ho^> to tahe full yulvantage^ 
of the use of qudtions, group iifscnssions, ana 
clinical problerp^solii'ing. Contains some-useful 
sdf-ming/al^. ' * ^ ^ 

. Jtig. .Beljgom, CA* FearSh^itman Puh,^ 
1^68. 10^~pp. Shov-s the teacher how to recog- 
nise ncgati\'e or positive student be^vior to-* 
\vard. tt^ Subject being taught. The pres^ta- 
lion center^ on approratei 4o init^tio^ posi- 
Sy ' reactions after student^ contact the 

subjccU^^;^ ^ 

MAGEft^ ^ F. Measuring Instructional Inunt. 
Bebnont^ CA: Fe^nw-Pitnian Pub., 1973. 159 
jfr pp. GK-es guidelines on devising test items that 
V ,p}pa£Cire the intent q( your teaching goals. Thv^s, 
. * me teacher learns hov^ to determine if his in- 
stnicG^nis ^ccessful. 

UAGEa*^ R, Coal Analysis. ,tc]inoj\U CA. Fear^ 
^ • on-Pitmart Pub., 1975. 136 pp. Very useful for 



about^ubstaCnce use disorders to medical students. It 
is mei:^I> material that has pro\^'to be useful to the 
author and his students. 



all teachers, it outlines a practical app^ach oii 
how to develop and define teaching goals. .\s in 
most of the Mager books, practical examples are 
d{\tailed \nth common sense app'roiches. The 
Mager books are inx-aluable in planning and 
ev aluating specific educati(»i goals in substance 
■ ^ abuse. . ^ , / 

MAGEa^ a. F. Preparing Instruciioml Objeciiv^s. BeJ- 
mont, CA: Fearon-Pitman Pub.^ 1975. 136 pp. 
Helps (he reader to determine if Jtherc is fi 
reason teaching a Object and, if so,* to. 
' ascertain what your students, do not already 
kt)6w aboilt the subject This book then prct. 
pares the reader to identify the important 
, materia] to be taught and ta develop original 
leaching objecd\xs. 

wpoD, and davts, b. o. Designing and Evdluat- 
ing Higher Eduattton Curricula. Available 
thnjui^ the ERIC Qearinghouse, Washing-^ 
toiL D.C: George Washington University. Of* 
fer^a systematic aijproach to cur^ctilum d^gp 
and evaluation. This small book attempts to 
identify the 'available research methodolo^es 
* in relation designing and evaQttadng cur* 
ricula. Case studies* axle used to illustrate thf 
technique? at the higher education^ fevet 



Part 2 ' . • . 

Books, Articles, and Monographs on 
Substance 'Abuse Course Qutlines^^nd 
Content 



CHAPPEL, J. ^. Human Sehaiior IL Reno. Uiu\^rsit> 
of Nevada School of Medicine. 75 pp. Ava^ 
able from, the author. Outlines the goalstW 
. enabling* the student to understand and de* 
sctibe chemical depeQdency in the 'f<}Ilov^ing 
areas: ^narcotics,' GNS depressants including 
alcohol, CNS stiniulants, hallucinogens, and 
volatile hydrocarb^. Also details the goal of 
developing- positive attitudes in medical stu-, 
dents tov^rd substance abusers, and outlines 
the medical management for overdose^ widi* * 
^^rawal, fhort- and long*tenn treatment^ and 
' fereventjon.' It includes the STAK (Standard*^ 
feii-Test-of Attitude^and Knowfedge in Sub* 

^ , stance Abuse). This \vefl-organized guide con* " 
tains 4$ recommended articles on substance 
abuse. ■ * 

DAVIS, o. Chaiiperson.'Physician Education in Sub- 
stance Abuse; Curriculum Objectives. In: 
Galanter^ M*, ed. Aicohd and Drug Educaiiori 

* in 'Medical Erfucad'on. /Washingtonj D.C.: \ 
Supf. of Docs.; U.S. Govt Print Off., 1980.^ 

* . pp. 27-33. Outlines the curriculum objectives 

for medical education in substance abuse in* 
, . eluding epidemiology^ genetics^ basic sciences, 
^Qculti^ 'factor9> psychological -factors, 
diagnosis and treatment of o\'ehJose and ,widi- 
drawal stage, diagnosis and tieatment of 
jnttaicaSbn^ legal aspects^ and pjftvention. 

GRIFFIN, J, ^hsicinct Abuse CvLrricvLlvLm. D^artment 
of p5)j<;hiatiy, Emory Universitv School of ^ 
_ Medicine, Georgia Mental Health Institutff^ V 
; " Room leeA^ 1256 Briarcliff Rd., N£., Atlanta, 

* ^ OA 30306. Avaiiabie^from theaudioff Outlines ■ 

, and details objectives of a coiuy on substance 
abuser Guide contains course lecture notes, ar- 

^ tides concerning research and tieabbent of ^* , 
cohol and drug abuse, and student evaluation 



ped by the 
funded 



procedures. Objectives inclucje developing posi* 
tive attitudes of physicians t6ward patients, 
diagndffis, treatfnent, follomip tlierapy^ and 
prevention. , 

HosTP-TLER, J. ^ Dru^/AUohd Abuse Module. Ohio 
State University, Department of Preventive 
' Medicine,.410 West-lOUi Ave., Columbus, OH 
\ 43201. ISO pp, Available from the author. This 
module includes objectivesV^d reading re- 
purees for an independent stuv of al^hdlism 
aod other drugs of abuse. It uv>a^ on the 
, substance abuse objectives d&n 
Career Teacher^ in Substance 
^byNIAAAandNjl^A. \ ^ . 

" K^OTTj D. H., and DAV15, T. Diielopmtni and Evdua* 
ticn of Ai^okd aid Drug Abus^ Curriculum for 
Medical Students. Memphis: UniversiW of 
Teijinessee Mfedical School. 26 pp., pliis STAK. 
Available from the author Outlines the prob-" 
' le^ns of stfandardized diagnostic criteria, cbnfu: 
>^ ston about the appropriate dirtctions for {;reaty 
ment of substance abuse, and lack of adequate 
♦ gos^Js. The outUne then Jists an essential core 
cutficulumwitKapectecaveiall objectives. Ve^ 
though^ul nipnograph. , ' 

KAtOf A. s. Pre<.UnicQl Curriculum in SubUanct Abuse* 
Cnive^ity of Oklahoma Health Sciences Cen* 
ter, RO. Box 2690J, 800 Northeast 13th St, 
Oklahoma Qity, OK 73104- 36 pp. Available 
from the author. For fifst and fecond year jtu* 
dents, in substance abuse with 20 lecture class 
. hours. Definition, etioiogy, diagnosis^ and treat* 
ment of substance abuse are detailed ^^Tth infor- 

rtion on withdrawal and recovery proccl^ 
iNsnrtTE ON daVo ABtSE. Subit^ncff Abuse 
Knowledge Suri^ey for Medical Students and 
\ Physicians* Single cdpies a\ailable free from the 



< 



t ^2 
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National Clearinghj^^ Jar Alcohof Informa- 
uon (NCALI^ P.O. Box 2345, Rockville, MD 
20852. One hundred maluple choke questions 
that adequately sun e> the strident s kribwledge , 
of substance abuse. Results can be compared 
w-ith other medical schools. < 



NATIONAL INSTTTUTE ON DRVC ABUSE 



Aid I 



NATIONAL 



, INSTtTUTE ON ALCOHOL A6VSE AND ALCOHOL- 

, ISM. Alcohol and Drug Abuse in Medical Edu- 
^ationt Galanter, M.,, ed. Washington; DC: 
Supt of Docs., US. Govt. Print. ^Off„ 1980. 
131 pp. This mo/iograph reviews the teaching 
of alcohol and drug abuse in U.S. rnedicai 
schools and contains r^ommended curriculum 
materiat for course outlines and evaluation 
techi^ques. It also contains pr<Srcedings of the 
National Conference on Medical Education in 
Alcoholan^ DrugAbuse, 1977. 

NAHONAL INSTrrtTE ON ORt'C ABVS£ and NATIONAL 
INSTrrt'TE OS ALCOH9L ABVSE AND ALCOHOL- 
ISM. Substance AbtisV Resource and Curric- 
ulum Guides for Physician Assistants and 
-Nurse Practitioners. 139 pp. Single copies 
, available free fronr the National Clearinghouse 
for Alcohol Information ^NCALI), P.O. Box 
. 2345, Rockville, MD 20852. Although Intended 



for physician assistants and nurse practitioners, 
this well-0T]^nized 139-page cumculum guide 
provides a valuable resource for informatJoiAn 
detection, management, and prevenuon of sub- 
stance abuse. 

SOLOMON, f.-/FOKORNY» A.; and ziMfiCRO, s. Alcphol- 
ism ifitd Drug Abuse Training During* Psy-^ 
^ chictry Residency. Available, from Downstate 
/ Medical Center^ Career Teathef Center, 450 

Clarkson A^-e., Box 32, Brooklyn, NY 11203. 
19 pp. Although this outline is intended for the 
faculty and the teaching residents. It contains 
some vcfry useful information that can be in< 
t cbrpo^ted into medical student teaching. Final 
comments on curricuRtm objectives are ^in- 
cluded as an appendix. 

wHiTFiELDj a I. Medical Education and Alcoholism. 
Maryland State Medical Journal 2§tiOj .77- 
^ 83j 1980. Brief review of past problems in teach- 

ing substance abuse at medical schools and de- 
scription of present curriculum at Maryland. 
Emphasizes tiie importance of exposing medi- 
* . cal students . to successfully ^covered patients 
eiLxiy in the curriculum, preferably ii^ the fresh- 
man year. . ^ - ' 



irtS' ^ 
Rffesource Materiaron 
• Substance ,Abuse Problems of 
Women artd Minority Group^s - 

The following material has been found to be practical 
and useful for stimulation of small group discussions 
^ 'on siibst^ce abuse, 

. DAWKIN5, H< P< Alcojiol information on black Amen* 
Current status and future ne^ds. Journal 
On Alcohol and Drug Education 25:28-40, 
.IddQr The author reviews 26 arUcles, on the 
topic, "Alcohol and Blaclci," in an annotated 



bibliography that is ouite useful for the teacher 
of substance abuse* Ine lack of information and 
research on the use of alcohol by black Ameri- 
cans is also described. 

PINNEOAN^ P*,.ed. Drug Dependency in Pregnancy: 
Clinical ManagentHni of Mother and Child. 
DHEW Pub, No. ;(ADM) 79^8. Rockville, 
Md. 1979. 109 pp. Excellent description of 



"^6 



prevalence of drug use in pregnaiic>' with sub- 
sequent effects on mother and child. ClinicaJ 
management of pregnane), labor, delis^ei^j and 
po$t*partal care is well detailed. The impor- 
tance of continuing care of mother and child is 
eniphasi2ed. A compa£t book with a great deal 
of useful information. Excellent ^ 

, OLATTj N. M. Reflections on the treatment of alcoholic 
'women. British Journal on Alcoholism 14:77- 
83j 1978- A review of 30 articles on'alcoholic 
women, citing data ttiat tends to reflect a greater 
intolerance by husbands for alcoholic wises 
(e.g., 10.5 peitent divorced alcoholic males as 
, against 23*5 percent divorced alcoholic 
women), suggesting this intolerance as a pos- 
sible reflection of the prejudices of society. Ver> 
good review article. 

CfiSetEV^ A. M. , MCCREADY^ W. C; and TKEISEN, C. 

Ethnic Drinking Sttbcttlttttes. New York: J. F. 
Bergen Pub., 1980. 138 pp. The authors review 
the drinking behavior of the major ethnic 
grotjps in the United State s. They define the 
drinking and' drug usage subcultures and also 
' examine the effects^at attemped integra^on into 
the nevk^ society. The on^nal cultural assimila^ 
tion is examined and discussed in relation to 
the development of substance abuse. A book 
that is 'a good beginning for the relative void in 
the literature of ethnic substance abuse in the 
United States.. - ^ 

NATIONAL iSSTTTlrrE ON AtCOHOt ABUSE AND ALCO- 

HOT4$M. Unseen Crisis. BUcks and Alcohol. 
Single^copy available free from the National 
Clearinghouse for Alcohol Information 
(NXAU), P.O. Box 2345, Rockville, MD 
20852. \'er> \vpltl^d^igned pamphlet initiated 




b> NI.\.^.\. The brochiuie contain^^ta that 
shovk? that the incidence of alcoholism is in- 
creased by a coipMnation of the follo\fting fac- 
tors, poverty, movement from a rural area *o a 
cit), age under 25j residence in a city, product 
of a broken home. The assocmtion between 
these data ^d young city blac)^ is noted. A 
practical brochure that is .good resource mate- 
rial for communities as well as a u^ful hand- ^ 
out for patients and students. 

SANoifAJER, M. Alcohol Abuse and Women. 25 pp. Sin- 
gle copies are available from the NationaL Clear* 
inghouse for .Mcohol Information (XG.^I), 
P.O. Box 2345, Rockville, MD 20852. Pam* 
phlet briefly reviews the problem of alcoholinn 
in uxtmen and describe some of the differenj;:es 
in male and female alcoholics. Different causes , 
of stresSj different self*images, and differences in 
drinking habits are explained by very typical 
case descriptions. A practical guide for patients 
and medical students. 

SANDMAtEit, M. The Invisible Alcoholics. New York: 
McGraw-HiD Book Co., 198L 298 pp. The 
author reviews prejudicial attitudes toward the 
drinking u'oman, whicH began in ancient times 
and still persist She reviews the scope of die 
problem, including tr^^nscribed in>erview5 with 
alcoholic women from Sifferent environments: * 
housewives^ employed w-oitten, nutwrity women, 
teenage girls^ Ic^bians^ an(^^omenlQ^ skid row. 
This book- partially helps to TOmpensate for the 
lack of adequate knowledge about one*third of 
the Nation's alcoholics. Good reference source 
for students' 

Other source material for this section can be found in ^ 
references cited in parts 2 and 4|(^ this Hsti 
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Part 4 • - 
Newsletters, 

Miscellaneous Refei^nces, and 
Monographs 



V 1 



N^st«tters 

ALCOHOL AWARENESS SERVICE. National Clearinghouse 
for ^Alcohol Information (NCALI)^ RO, Box 
2345, RockvilJc, MD 208^2, Published ibi- 
monthly. This service publishes brief summanes 
- of cturent material from publications in the 
alcohol ficW* 

THE ALOOHOusiTREFORr, JSt* Rcports, 1^ National 
Rness Bld^,, Washington, DC 20045, Published 
bitveeWy. A' nervsletter that sumiDarizes the 
nrt^t recent Federal legislative and budgetary 
decisions on funding m alcoholism treatment 
and research,^ In most of these newsletter reports 
is a brief revievk of abstracts of the mqst recent 
articles th&t the editor believes to have some 
important or interesting data, ' . - 

NL\AA INFORMATtO^NT AND FEATURE 'SERVICE, National 

Clesiringhause for Alcohol Infbmation 
(NCAJ^I), KO, Box 2345, RockvilJe, MD 
20852,^ Periodic news seivice that publishes 
articles on alcohol programs and research fincK^ 
ings; aJ^ Osts uixroming m'^e^tings. 

THE PHARMCH&M '^ffiwsLETTER. Phahnpherp Lab,, 
, 3925 Bohannon Dr., Mcnio P^rk, CA 94125. 
Publish^ btmondily. Contains tsumiparies oT 
analyse/ of street drugs broiight in by usen/and 
serves t6 alert the'pubUc about the ctrculador} 
of tnUy mngerous street drugs. In addttionj 
mahy of the issues have an interesdng article 
^&out £^e drug of abus^ or addiction, 

pRcyj;^*coNNEc)noN — ^Bcst Stratefeie^ WcohoJ, Drug 
^ Abuse, and ^Mentaf^ Health Administration, 
, '5600 Hsh^ tan^ Rocfcviire, MD 20852. Be* 
scribes sucic^ful approaches and practices 9f 
States and ironmumtties to improve cotnmuntcap 
tion between drug abi^ treatment ^d the 
cnminal justice systems, ^ . 




h}liscei!aneouS Rffferenoes 

CRiTtRu coMMrrxEfi, NlgA, Criteria for the diagnpsis of 
alcoholism, Ann^is of JnternfU Medicine 77: 
249-258, 1972, 

ALCOHOUCS ANONYMOUS, Dr^ob and the Good Old' 
timers. New York: AA World Services, 1980* 

joiTijfAL OP MEDICAL EmjcATioN, American Medical 
College, One Dupont Cir,, NW,, Washington, 
' DC 20436, Published monthly, A veVy useful 
journal for all medical educators. 



s;mu>vL£ OF controlled 5i;b5^ano&3, Contains the 
\ 6\«,5chedifles of contioJU^ substances. Can be 
I obtaiifed jftom thei |odH)EA agency. It b iq>* 
dated annually, ' 
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Monographs ' * 

COHEN, s,, and gallant, d. af. Diagnosis of Drug 
and Alcohol Abuse, 19^.^Medical Monograph 
Series. 'National Institute 'on Dnjg Abuse, Na^ 
tional Clearinghouse for Drug Abuse Informa* 
tion. Room IOA'36, Parkla^vn Building, 5600 
Fish^ Lane, Rockville, MD 20857. !17 pp. 
Outlines the appropriate gnidelmes for a sen* 
sitive patient intc ragw ,^ physicgTexaimnation, 
and the dlagnosiMB alcohol anH drug^ abuse, 
* The medtc^d completions of alcohol and drug 
abuse are outlmed. There is also a ch^f^ter on 
helpful diagnostic lefts and teadiing tables, and 
a pretest and ^post-test tv^biation for the 
student' ' * ' 

DUFONT, R* OOLD5TEIN, ftj O^DOKNEU,, J.j ^Xid 

BROvra, B., eds, ifandbook on Drug Abuse*, 
1979. National Institute jon prug Abu^, Na* 
tionaJ Clearinghouse for Drug Abuse Iiubona* 
tioUf Room lOA-56, Parklawn Building^ 5600^ 

. * , > • V 
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Fishers Lane, Rockville^ MD 20857. 452 pp. 
^ ' Reviews treatment modalities for narcouc 
addicts, drag treatment problems In specific 
populativhs (women, yoyn^ pepple^ and 
elderly i . psychosocial evaluation of drug users, 
and epidemiological studies. The last chapter 
is titled "Drug TVeatment in the Future." 

msTrrUTE of medicine. Sleeping PillSf Insomnia, a^d 
Medical Practice. National Academy of Scl- 
-ences Report. 1979. Reprint^ by National 
# ^ Institute on Dras: Abuse, National Clearing- 
house for Drug Abuse, National Clearinehouse 
for Drug Abuse Information, Room lOA-56, 
Parklawn Buildinj^. 5600 Fishers Lane, Rock- 
ville, 3VID 20857. 46 pp: Contains chapters on 
epidemiolo^ of sleeD complaints and prescnb- 
ing practices, public health problems asso- 
ciaicd'with hypnotic use, research on insomnia, 
1 and an assessment of the hazards and benefits 
of hypnotic drugs. 

jacobseK^ o. r. Diagnosis and" Assessment of Alcohol 
Abuse and Alcoholism. 1976. National Institute 
on Alcohol Abuse and Alcoholism, Natiop^ 
, Clearinehouse for Alcohol Information, 
Box 2345. Rockville^ MD 20852. 37 pp. A re* 
v(ew of diagnostic and assessment techniques 
V that are specific for alcoholism. The specific 
Questions addressed in the monograph arc (i) 
What specilfic alcoholism measuring instruments 
exist? (2} What is known about the validity and 
reliability of these instruments? (3) What are 
the practical clinical applications?^ and (4) 
Whatmes^uringor testing gaps exist in the field 
of alcoholism? 

LEWIS, P. c, and senav, e. Treatment of Drugs and 
Alcohol Ah^e. 1981. Medical Monogrs^h Se- 
ries^ National Institute on Drug Abuse, National 
Clearinghouse for Dtug Abuse Infofmation^ 
Room lOA-56, Parklawn Building, 5600 Fish- 



^ ers Lane, Rockville, MD 20857. *112 pp. Con- 
tains sections on how to respond to common 
^b^^ce ^use emergencies, "approach to tl^ 
-fifnatose patient, ^pecifTc treatment for drug 
overdose and withdravval, pharmacotherapy 
and sociotherapy of drugand alcohol abuse, and 
erperimental treatment modalities. Tfiere is a 
Pfc;test and post-test evaluation for the student.. 

PETERsm, R. c. ed. Marijuana Research Findings. 
1980. National Institute on Drug Abuse, Divi*^ 
sion of Research, 5600 Fishers Lane, Rcckville," 
MD 20857. 225 pp. This excellent monograph 
describes health findings m relation to mari- 
j\;ana use, chemistry and metabolism, effects on 
memory and co^itioit, effects on endocrine 
. metabolism, association ^tween use and change 
in reproductive function, additive effects vdth 
6ther drag^and potent^l therapeutic aspects of 
marijuana. 4 

SOLOMON^ J. Guidelines for the Care of the Drug and_ 
Alcohol Abusing Patient. 1977. Available from 
the^author. Downstate Medical Center,3i^ook^ 
lyn, NY. 17 pp. Outlines jhe treatment of opi* 
.ate overdoes, dependency, and withdrawal: 
CNS depressant intoxication, dependence^ and 
^ vdthdrawal; alcohol intoxication and yvithciraw- 
al) and stimulant intoxication. 

THE WHOLE CQLLEOE CATALOO ABOUT tmiNKlNO. Re- 

. printed in 1980. National Clearingjiousc for Al- 
cohol Information, P.O. Box 2345, itockvilie, 
MD 20852. Reviews the current status of col* 
lege attitudes and behavior associated with 
drinking. Addresses the problenh of whether or 
not prevention may work at the college level. 
Tlus monograph also presents basic facts on the 
metabolisip ancf psychologic effects of alcohd. 
It offers helpful advice on program evaluation 
^at assesses the value of prevention and treat- 
ment facilities on campus. 



Parts 

Audiovisual Material 

As Mith the first three parts of this section, it is im- 
practicaK^ adequately review even a majority of the 
available audiovisual material. For more detailed in- 
formation in this area, Alcohol and Drug Abuse Teach- 
ing Methodology Guide for Medical Faculty by Jeptha 
Hosteller (in press)^ National Institute on Alcohol 
Abuse and Alcoholism, is an excellent resource as is a 
monthly publfcatbn Projection by the Toronto Addtc* 
u'on Research Foundation, 33 Russell St, Toronto, 
Ontario, Canada, M5S 25l, whiph has a rating system 
for alcohol and drug abuse films and videotapes. 

ALCOHOL AND DRUG ABUSE AMONG PHYSICIANS. 

U and or VHS video cassettes, color 52 
minutes, but can be used ii\ two separate 26- 
minute showings. BiomedjLal Communications 
, Department, Tulane L'niversit> S,chool,of Med- 
icine, 1430 Tulajie Ave., New, Orleans, LA 
70112. Purchase. Records candid interviews 
with two rehatjilitated doctors and their wiv^ 
about their pei^onal experiences with ^alcohol 
and drug abuse. The interviews were conducted 
from an audience of t60 freshman medical stu- 
dents at Tulane Medical .School. The doctors 
and their wives honestl]^ reflect on past prob- 
lems of substance abuse and difHctilties in re- 
> habilitation in relation to the family and^their 
practice of medicine. In this unrehearsed inter- 
^view^ questions from the students add to the 
spontaneity pf thje film. The presentation warns 
medical students about the possible suscepti- 
bility to alcohol or drug dejv ndence and en- 
courages compassion for thcv colleagues, as 
well as patients* with drinking and drug 
problems. 

DOCTOi^ YOU'^VE BEEN LIED TO, 16mm, 20 min. Ayent 
Laboratories, 685 Third Ave., New York, NY 
10QI7. Free loan; not availaole for purchase. 
Film actor Patrick O'Neal, a recovered al- 
cohoHc, witK flie hel^ of interviews with phy* 
sicians and al^hoGc patf^nts, offers guidelines 
on identifying and confrontir^ the alcoholic 




patient. Information on the use of diswlfuam 
(Antabuse) is given at the end of this film. 

r^ALF, 15 DEAD. 16 mm, 44 min. Britbh Broadcasting 
Corp., 135 Maitland St., Toronto, Canada. 
Purchase. A young girl has died from a heroin 
overdose. The film explores the series of events 
including school and Instltuttonal experiences 
that led to her death. A chaotic relatlonshcp 
with the patient's mother is part of the back* 
ground. The fragmentation of her early life re- 
sults in a sad comqientary that prison provided 
the friendliest environment to her.' Her final 
days as a heroin addict die revved by inter- 
views with her addict friends^ The psychologic 
pnSblems leading to heroin addiction and result- 
ing from It are rev^jaleS by this historical ap- 
proach to her bacicground. 

IDRNTIPICATION OF THE ALCOHOLIC f ATTENT. %" videO 

cassette, 22 min. Department of Familv Prac- 
tice, Universit)^ of Michi^iran &h9^^ of Medi- 
cine, Ann Arbor, MI 48109. T?sltaryie student 
" to portrav a voung alcoholic patient m the early 
phase of hisillnesS) anintervievk' isskillfullylcon- 
ducted to show a sensitive approadi to thc^de- 
nial mechanism* enabling the oatient to start 
taking an honest look at himself. 

THE tKTERVENTiON. 16 mm, 27 min. johiiton Institute, 
' r 10700 Oken Memorial Hwy., Minneapolis^^ 
I MN 55441. Purchase. A well-act»d film that 
^^^portrays a desperate husbanc^f an alcoholic 
wti^N^^filcs professional help^ wnkh results in 
an intervention. The final confrontation with 
the female alcoholic takes place with her hus* 
band, son, daughter, son-in-law^ concerned em* 
ployerj and counselor^. This confrontation meet* 
ing, which is the goal of ttie intervention, U*a 
moving one. after very strong initial resistance 
with denialj the patfent tearfully breaks down 
and starts to accept her dri^^jjyig problem. 



So 



A 



THB NEONATAL ABSTINENCE SYNDROME. DUGNOSIS, 

* ^" video cassette^ colorj 10 nun< Career 
Teacher Center, Baylor College pf Me^ikine, 
1200 Mounund Ave., Houston, TX 77030. 
Purchase. An excellent teaching film demon- 
stratmg the signs and symptoms of the neonatal 
abstinence ^n^ronter-The teaching techniques 
used are very good. Signs and symptoms are 
listed, followed by the filmed demonstration of 
the infants showing each of the signs and symp- 
toms of the abstinence syndrome. Impressive. 

THE NEONATAL ABSTINENCE SYNDROME, MANAGEMENT 
OP THE ACUTE PHASE OP COMPLICATIONS, 

video cassette, color, 12 min< Career Teacher 
- Center,' Baylor College of Medicine, 1200 
Moursujld Ave,, Houston^ TX 77030, Pur- 
chase, Using the same teaching techniques 
cfescribed in the previous video cassette, a 
medication and treatment regimen is outlined. 
Recognition and treatment of complications are 
detailed Another impre^ive fiim> ^ 

THE -SECRET LOVE OF SANDRA BLAIN. 16 mnjj 27 min< 

Southerby Productions, Inc>j Enferprises, P.O, 
Box 15403/Long Beach, CA 90815, Rental or 
purch^. ' Portrays a middle class housewife 
who is able to hide her drinking until it be* ^ 
comes obvious to family and friend5> Denial on 
> the pan of her husband, as \^'e]l as the patient, 
interferes \^ith therapy. Finally, the alcoholism 
becomes so severe that the denial mechanism 
no longer helps the patient to deceive herself 
^ or her friends and family. 



THREE TRIGGER FtLMS, Trigger films Set a scene ^within 
a brief period of time that should provoke an 
interestiilg educational class dUcussion. These 
films are not-intended for lai^ge teaching classes. 
All three of the following trigger films can be 
purchased ^from the Addiction Research Foun- 
dation, 33 Russell St,, Toronto, Canada, A 
printed outline* of teaching objectives is en- 
closed ^vith each film- 

BEFORE AND AFTER- video^cassette, SmirL, 
10 sec< Two couples discover Jh^ they 
have difHculty communicating with eadi 
other and feel very uneasy without alcohol 
or cigarette props, A discussion of the use 
of social drugs to aid communication 
should be provoked by this film. 
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CHEERS. vi^eo cassette, 4 tnia>. 2P sec 
Sc^es of teenage drinking in a park^ a 
laundromat) and at home. Stimulates dis- 
cussion about role models, paientalatti- 
tudes^ and teenage behavior. 

SCHOOL DAYS, Video cassette^ 2 min>, 20 
sec- A failure in school discipline in rela- 
tion to k suspicious gathering of students 
in the hallway is portrayed. A brief but 
stimulating trigger film that usually results 
ir^ many varied responses regarding what 
the students were actually doing and why 
the teachei^s discipline failed, ' 



